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Mr. Vick-CHANCELLOR, LADIES, AND GENTLEMEN,—I am 
aware that I am standing in a position of much responsi- 
bility. But when your Council did me the honour of 
inviting me to present the prizes, and give the introductory 
address to-day I felt that I ought not to decline. Duty 
must be done. But there was a consideration that at once 
presented itself to my mind which made the task I was 
undertaking thoroughly congenial. I remembered I should 
be speaking in Leeds, where one of the most interesting 
and worthy of the men whose names stand clearly 
inscribed on the pages of the history of our profession 
lived and worked, and where his successors have made the 
medical department of the University of Leeds a foremost 
centre for the cultivation of the science and art of 
surgery. 


Witiiam Hey. 

The seniors among you must be familiar with all, and 
with much more than I can tell, about William Hey, but 
in speaking to the young pilgrim warriors who set out 
to-day I wish, as one who has borne the burden and heat 
of the journey, to tell what I seem to have learned and 
the conclusions which I have formed, touching those 
things about which, when the time for a retrospect shall 
come, there may be as much as possible to remember with 
satisfaction and as little as possible to regret. 

And for this purpose the life and personality of William 
Hey furnish me with a most suitable text. Even advanced 
students know Hey only as the inventor of a saw which is 
never used and an operation which is never performed. 
Let me try to say more than this about him. 

He was one of three brothers, each of whom attained 
high distinction. Jobn, the eldest, born 1734, came up to 
Cambridge, was Eighth Wrangler. and, later, a Fellow and 
Tutor at Sidney Sussex. In 1780 he was elected as the 
first Norrisian Professor of Divinity, and William Pitt 
attended his lectures on morality—a training of much 
value to a politician, as we shall all no doubt agree, not 
only in Pitt’s time, but at the present day. John became 
a Doctor of Divinity, and wrote several treatises, which 
went through three editions. To this day he is high on 
the list of Cambridge worthbies. 

Richard was also a Cambridge man. He was Third 
Wrangler, and won the Chancellor’s medal in Mathematics 
in 1768, became a Fellow and Tutor at Magdalene, and 
Esquire Bedell, and took the degree of LL D. He wrote 
three dissertations—on the pernicious effects of Gaming, 
on Duelling, and on Suicide—for each of which he received 
£50 through the university from an anonymous donor. 
These essays, after the manner of the time, were composi- 
tions in which the subjects were elaborately worked out 
under a number of heads, and from every point of view. 
They display much ingenuity and close argument, and are 
written in a clear, copious, and robust style. He shows 
not only that these things are wrong in every aspect in 
which they can be regarded, but that they are foolish, and, 
indeed, contemptible. It seems certain that no one who 
reads them with an open mind will ever game, fight a duel, 
or commit suicide again. He also wrote a novel. Richard 
Hey was the kin of man one would have much liked to 
know. His conversation must have been highly interest- 
ing and entertaining. He attained the ripe age of 91. 

Your William Hey, born in 1736, had from the first a 
single eye to his profession, for he lost his right eye when 
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he was 4 years old. This must have been a heavy handi- 
cap, but the calamity was diminished by the circumstance 
that it occurred in infancy, so that the remaining eye had 
time to prepare itself for its fature responsibilities. 

This is not the occasion for alluding to Hey’s individual 
contributions to surgery; their value is well known in 
But of the man 
himself I should like to offer some estimate for which 
our business to-day affords ample justification. After 
having been a student at St. George's Hospital, he came 
at once to Leeds, and was soon engaged in active practice. 
He was brought in contact with that extraordinary map, 
Joseph Priestley, the discoverer of oxygen, who had 
become, in 1767, Presbyterian minister of Mill Hill Chapel 
in your town, and, through him, he was elected a Fellow 
of the Royal Society in 1775. In 1767 Hey was prime 
mover in founding the Leeds Infirmary, where afterwards 
he was senior surgeon for thirty-nine years—from 1773 to 
1812. He was twice Mayor of Leeds. In this office he so 
vigorously denounced vice and profanity that the popu- 
lace burnt him in effigy and threatened him with per- 
sonal violence. He was a skilled musician, and for some 
time President of the Leeds Literary and Philosophical 
Society. 

He was a sound patriot, for he had eleven children. 
He died, at the age of 83, in 1819, 

His works, published in 1810, are written in language 
which is so clear, graphic, and vigorous that to tbis 
day it is a genuine pleasure to read pure English turned to 
so good an account. He owed the respect in which he was 
held for so many years not only to his ability and cultare 
—these, indeed, never suffice—but to his honourable and 
high character. He may be taken as au example of the 
man whom Horace, in one of the gems of classic 
literature, has pictured, in the lines which he addressed 
to Aristius Fuascus, and which every young man would do 
well to bear in mind: 


Integer vitae scelerisque purus 

Non eget Mauri jaculis, neque arcu 

Nec venenatis gravida sagittis 
Fusce, pharetra. 


Of these lines Sharp has given the following translation : 
‘Fuscus, he who hath integrity of life and is free from 
wickedness, needs not the javelins of the Moor, nor bow 
nor a quiver laden with poisoned arrows ’—‘ for’ (he adds) 
‘tin the Sabine Wood a wolf fled me, though unarmed.” 

We must, without hesitation, assign to Hey a place on 
the list of those who have left great names in English 
surgery, beginning with Richard Wiseman, and coming 
down to the most renowned among them all, Lord Lister. 
Keckoning that a surgeon is at bis prime at the age of 50, 
we may, I think, take the following names and dates as 
correct: Wisemar 1672, Cheselden 1738, Pott 1764. Hunter 
1778, Hey 1786, Astley Cooper 1818, Lawrence 18335, Syme 
1849, Paget 1864, Lister 1877. To be one of ten worthies 
distributed over a period of 205 years is assuredly no mean 
distinction. With Hey before him nro Leeds man can, if he 
fails or goes astray, plead the want of a high ideal that he 
might have followed. 

lt will, I think, be interesting at the present day to 
recall for a moment who our predecessors have been, and 
the conditions under which they worked. What were the 
qualities which brought these ten men, each in his genera- 
tion, into the first place, and set them apart—Jlonyo 
intervallo—from the rest, who, though good men in their 
day, have now sunk deep into the forest shade ? 

Virst of all, they were men of orginality and enterprise. 
It could not be said of them that 


With packhorse constancy they kept the road, 
True to the jingling of their leaders’ bells. 


They were leaders, not followers. They were genuine 
students, who aimed at advancing and improving the 
surgery of their day, without the low ambition of personal 
notoriety, or over-much financial success. Wiseman, 
Astley Cooper, and Lawrence were the handsome men of 
the group; Cheselden, Hey, and Lawrence probably the 
best read and most accomplished. Others were from the 
first so absorbed in the work immediately before them, 
that they had no time to wander in the shady groves of 
the Academia vetus and listen to the teaching of Plato. 
They picked up their own sterling philosophy, and 
[2598] 
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acquired, not sham, but real culture as they went along. 
Many a fop and many a prig in philosophy, or the fine 
arts, would have found his true level with, for instance, 
Sir James Paget, whose society was sought by the most 
cultured people of his day. Hunter had no accomplish- 
ments, nor did he desire them; at least we know, from 
what occurred at Oxford, that an academic career had no 
attractions for him. 


It is often asked how the early surgeons could have | 


operated without anaesthetics. That they did so is 
claimed by the ignorant and uncharitable as a proof that 
they were callous and brutal. It is easy to prefer such 
charges against the pioneers of what surgery has now 
become, or for the antivivisectionists of our time to bring 
accusations against such benefactors of mankind as Paget 
and Lister. The truth is they know not what they say. 
History will assign to them their proper place when the 
day of reckoning comes. But to those who in good faith 
and Christian charity ask how these things could be done, 
the answer is that the old surgeons were impelled by what 
they witnessed of the sufferings caused by disease, and of 
which we of to-day can have only a faint conception, to 
find, if possible, some means of relief; that they attained 
in many instances a reassuring and encouraging measure 
of success; and that they were well aware that they were 
laying stepping stones which their happier successors 
should tread. 

William Hey, janior, was, like his father, a man of 
ability and culture. He will be remembered chiefly for 
his treatise on puerperal fever. Of him and of the able 
and conscientious men who were associated with him in 
the study of this dread disease, which played such havoc 
in Leeds and its neighbourhood in 1809 to 1812, we can 
only say that the time was not yet. They could only 
study results, and all their efforts to learn the real nature 
of the disease were null and void, and their best attempts 
at treatment can now only affright and fill us with dis- 
tress. The case is but another example of the truth that 
great discoveries, that is, excursions into the hitherto 
unknown, must wait till the agency through which alone 


‘they become possible has been provided. Without wings, 


however keen the gaze, the point to point flight cannot be 
made. It was so with William Hey, junior, and his col- 
leagues. The main questions around which their discussion 
circled were whether the disease was or was not infective ; 
then, if it was, how did it arise? The search was close 
and earnest, but it was foredoomed to failure. Something 
was wanting before the riddle could be solved. How 
often on like occasions has that something been a contri- 
bution from one of the other sciences—in astronomy, 

telescope or a photographic plate; in pathology, 
& microscope or an x-ray picture; in physiology, an 
—" current, or a chemical agent such as chloro- 
orm. 

In the instance before us matters had to wait for 
another sixty years until the microscope was so far per- 
fected as to furnish the means for new methods of 
research, and to render Pasteur’s investigations possible. 
After that Lister could follow the same lines of close 
observation and reflection which Hey and his contem- 
poraries had pursued, and was able to succeed where they 
had failed, and so the tremendous event—the discovery 
of the nature of infection in surgical practice—was 
attained. 

Does not all this remind us that there can be no parti- 
tion walls in the field of intellectual progress; that 
“4 — sciences are but parts of one stupendous 
whole ?— 


Children of divers kind 
We, sucking on earth’s natural bosom, find 
Many for many virtues excellent, 
None but for some, and yet all different. 


Many dialects yet a common language. May not the 
devotees of science well exclaim with the Galileans, How 
hear we every man in our tongue wherein we were born? 
Parthians and Medes and Elamites—and the rest—we do 
hear them speak in our own tongues the wonderful works 
of God. Are we not, indeed, come we whence we may, 
all pilgrims travelling to the same shrine, where the cry 
is still, as it was with Goethe—Light, more Light and 
where we hear, ever in clearer and clearer tones, the 
responsive mandate, Let there be Light ? 





PresENT Position oF Mrpicat Epvucarion, 


I now turn to the present position of medical education, 
and I think that even a cursory examination of this 
supremely important question must give rise to serious 
misgivings. As medicine has now become a department of 
biology, its pursuit necessarily demands a sound acquaint- 
ance with the broad principles of the other departments of 
biological science with which it is intimately connected, 
which are, in fact, the foundations on which it rests— 
chemistry, anatomy, physiology, and pathology. Here are 
four sviences each of which has a horizon to which no 
limit can be assigned, and which is constantly undergoing 
expansion. Every year, to their honour be it said, the 
pioneers of all of these sciences are forging ahead and 
initiating new methods of investigation, so that the work 
is always increasing in novelty, complexity, and amount. 
But things are always at first seen, as it were, through a 
glass darkly, and new facts cannot at once have their proper 
place allotted to them, or be brought into harmonious relation 
with their environment. They are therefore difficult to teach, 
and infinitely more difficult to learn. In other words, in the 
borderland between the former and the new, the material 
in hand is plastic and has not as yet had time to crystallize 
into its ultimate form. Now the difficulty which the 
student experiences is to keep pace with his subjects. He 
does not doubt that lecturers are master hands, tut he 
finds that the material dealt with covers so much ground, 
and is,as I have said, so novel and complex, that he is 
conscious that he is being left behind. It seems to him 
that his teachers are like the giants of old, and, in their 
attempts to scale the heavens, are heaping Ossa on 
Pelion, and inadvertently crushing his prostrate form 
beneath the superincumbent weight. And may it not 
sometimes be that recent advances are so seductive 
to the teacher that they tempt him to introduce 
them to his class, with the result that he does not 
dwell with sufficient emphasis and repetition on the more 
prosaic principles of his subject, albeit they are all that 
the embryonic student can fully grasp or even partially 
understand? A class which has passed through one of 
these preliminary courses may be divided into the abler 
and the average man. The former, in many instances, 
has acquired an amount of knowledge which does him 
infinite credit. But it is knowledge of a particular kind. 
It is almost all on the surface. It has not had time to eat 
its way in and become deep set. It is very largely a ques- 
tion of mere memory. Take such a man off the line along 
which he has been rapidly conducted, and turn the subject 
round and present it in a fresh aspect, and he is soon beyond 
his depth. It becomes obvious that, though he has remem 
bered much, the knowledge has not become his own; he 
has not, indeed, had leisure in which to read, mark, learn, 
and inwardly dizest it. He has not, in the words of 
Richard Wiseman, “been able to set some time apart for 
reflection upon his labours.” 

With the average man the whole business has from the 
first been hopeless. His mind is not a sensitive photo- 
graphic plate on which, however good the lens, a short 
exposure will secure a clear and abiding picture. He has 
been outpaced, and, with all sympathy be it said, he has 
been spending many an hour, strenue nihil agendo, in 
strenuously doing nothing. All along he has been con- 
scious of a mental surfeit, and as soon as he has happily 
got through his examination he turns from his depressing 
task with a feeling of profound relief, and discards his 
subject without even the forms of regret. I am anxious to 
avoid anything like exaggeration, and particularly to keep, 
with a good margin, clear of even the appearance of 
criticizing teachers whose only fault is that they cannot 
achieve the impossible. I desire only to raise the question 
once again whether some modification of the present 
system is not urgently required. 

I know that a large number of the ablest teachers of the 
day are anxious that a satisfactory solution should be 
found. The problem is how to cut the garment according 
to the cloth—how to arrange the work so that the 
curriculum of the student of medicine shall lead to 
satisfactory results. We have to remember ars longa, 
vita brevis. Professor E. H. Starling (and where can 
we find a higher authority?) has put the matter in 
a nutshell (let the medley of metaphors be forgiven) 
when he says “You cannot put a quart of fluid into 
a pint pot.” 
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The difficulty which we have to face is of no recent 
origin. On the contrary, it is one of the oldest in the 
whole field of eduvation. Confessing that no one can 
learn everything, it becomes a question of selection, and 
of determining in any given case what is really ad hoc, what 
is the particular knowledge which the student requires, 
and how much of this he can be taught in the circum- 
stances in which he is placed. 

But this is not the only matter before us. We have to 
consider the result of the present system noi merely in 
reference to what the student has learned, and will retain 
in a serviceable form for future use, but what kind of 
mental training he has been passing through, and what 
effect his work has had on his mental evolution. Is not 
this a matter of urgent importance? Is there any 
calling which demands a wider diversity of well- 
matured mental qualities, a more many-sided educa- 
tion, in the true sense of the word, than ours? How 
can a profession which has its foundations laid in the 
four sciences which I have mentioned, and which 
constantly avails itself of them and uses their methods, 
be adequately followed by any one who has not had a 
scientific education, whose higher mental faculties have 
not been judiciously developed and cultivated? As practi- 
tioners of medicine we are frequently called upon to deal 
with problems which are in a high degree complex, in 
which the underlying facts are numerous, widely diverse, 
and often, as it seems, contradictory, while our knowledge 
is, as we are often painfully aware, rudimentary, so that 
we are working in dim twilight or even wholly in the 
dark. Moreover, however unconscious or forgetful of 
ij we may be, we are invariably face to face 
with facis, which always claim to say the last word. 
In the practice of the law facts are as clay in the 
hands of the potter; in theology facts and dogmas are 
often convertible terms; but with the surgeon, as with 
the engineer, facts are stubborn things. Let the engineer 
build too flimsy a bridge, or the surgeon overlook a fracture 
or an appendicitis, and the fact will avenge itself. In both 
cases alike the penalty will have to be paid in hard coin— 
of the surgeon’s regret and the patient’s injury. If all this 
is true, does not the training of the student of medicine 
claim a foremost place? Mere information is, so to say, 
but raw material and of little value to him unless he can 
manufacture it for his own use. But how can he do this 
when he is constantly in active pursuit, when, to put it in 
another way, he is being constantly overfed with material 
which he cannot assimilate ? 

May not his condition be fitly compared to a round- 
celled sarcoma in which only disorderly growth but no 
development is taking place? Instead of training his 
powers of observation, which in most of us, when we 
compare them with those of a portrait painter, a 
naturalist, a Red Indian, or many of the birds and lower 
animals, are conspicuously rudimentary and defective; 
instead of forming the habit of thinking closely over what 
he has observed; instead of learning to collect, analyse, 
and arrange evidence, and acquire a judicial habit of 
mind, we see him leaving his higher faculties in abeyance, 
and surchargivg his memory with what are to him mere 
crude and amorphous details—rudis indigestaque moles— 
with the result that in hours of depression he emphatically 
endorses the statement of the preacher that “much study 
is a weariness to the flesh.” 


ImMroRTANCE OF ESSENTIALS 

All this forces itself on my mind alike at examinations 
and in class-teaching in surgery. I find that men who are 
quite obviously intelligent and serious students show an 
altogether deficient acquaintance with, for instance, the 
essentials of surgical anatomy. They evince little sense 
of proportion, and seem to have paid as much attention 
to the interlacement of small nerves in the side of 
the neck as to the landmarks in the middle line; 
to the details of the origin and insertion of the 
abdominal muscles as to the anatomy of inguinal 
hernia; to the anastomosis of arteries around the 
knee as to the relative position of the important 
structures in the popliteal space, or the mechanism of the 
knee-joint; with the result that, haviog tried to learn 
everything, they have mastered hardly anythirg—anise 
and cumin seem in their eyes to be of very much the same 
value as the weightier matters of the law. Was not S-r 
© 4 





William Turner the foremost anatomical teacher of his day 
because he drove home the principles of his subject in 
carefully selected examples, and because he kept to 
essentials and largely eschewed detail? His idea seemed 
to be that as it was impossible to teach the whole of his 
subject (and that, if he could,a great deal would be entirely 
useless to medical students), his proper course was to take 
what was essential and to sternly leave the rest. Under 
this regimen his pupils had time to assimilate what he 
taught them, and the result has been that many men who 
passed through his hands have, in their turn, become dis- 
tinguished teachers of the subject. I have heard that 
Lord Leighton, when a young man, on returning from 
Italy, brought ten copies of pictures which he had made 
in a fortnight. Asked how he could possibly have done so 
much in the time, he replied that he had thoroughly 
learned the first principles of painting. 

In alluding to this question I cannot refrain from saying 
that the present rate of rejections, taking into account the, 
to my mind, unquestionable fact that the students of to-day 
siand at a high level of intelligence and industry, is very 
notable. The rejections in anatomy and physiology at the 
conjoint examinations of the two Royal Colleges in the last 
five years have been between 39 and 47 per cent.—last year 
they were 45 per cent.—while those in surgery are nearly 
50 per cent. Ought we not to inquire how these figures 
can be explained? How is it that little more than half 
the number of students who present themselves have 
reached the standard of a mere pass examination? I was 
myself for some years an examiner in anatomy and in 
surgery at the College of Surgeons, and I am convinced 
that the standard is not at all too high. I venture 
to say that the high rate of rejections is, at least 
in some degree, due to the circumstance that these 
men have been from the first struggling under the 
incubus of an overloaded curriculum; and | know I am 
merely agreeing with many prominent leaders that if 
we could throw out some ballast the ship would make 
better ocean way. Could there be some adjustment, the 
teaching of the preliminary subjects would become in the 
highest degree valuable to the student of medicine; for he 
would not only have had the foundations of his work laid 
on a broad and lasting foundation, but he would have been 
made in a real sense a student of science. The difficulty 
has for some time attracted general and earnest attention, 
and the authorities concerned have had the matter long in 
hand. Itis with this movement that, in all humility, I 
desire to associate myself. The time seems to have come 
for taking the bull by the horns, and considering where 
the line should be drawn, by general consent—is this 
really beyond the wit of man to achieve ?—between 
that which is of primary and that which is of 
secondary or even of third-rate importance, and then 
for concentrating the attention of the student on the 
former only. Does not every great pleader, in addressing 
a jury, dwell on-chief considerations, and by frequent, or 
as it may seem tiresome, iteration drive home the main 
points of his case instead of watering them down, and 
washing out their colour by mixing them up with too 
many details? Dces he not know that his success lies, 
not in an elaborate argument, in which, like Burke, he 
goes on refining, but in his being able to make the jury see 
clearly three or four points which, as he labours to 
convince them, entitle him to a verdict in his client's 
favour ? 


ProrosED CONFERENCE. 


Might not a Medical Education Conference be held at 
which all who are interested should be represented? No 
one can be more conscious of the difficulties of the situation 
than myself. Yet I believe there is good ground for hoping 
that great advantage might be secured if a conference 
could be held. The objects would be—to consider the 
question of the education of the student of medicine as a 
whole; to recognize limitations necessarily imposed by 
the period beyond which the curriculum cannot be 
extended ; and to agree as to what is essential and what 
can be dispensed with without real loss, or even with 
advantage. But there are some considerations which I 
think would have a weighty influence in promoting the 
success of such a conference: 

1. The mere meeting together of the representatives of 
the general body of teachers would in itself emphasize the 
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fact that the object in which all alike are engaged 
is, not the training of specialists in the individual 
sciences concerned, but the education of students of 
medicine. 

2. As medicine has now become a department of biology, 
and as the responsibility of its leaders to the community 
is yearly increasing. are they not justified in making— 
are they not, indeed, constrained to make—an earnest 
appeal to specialists in other subjects for their generous 
concurrence and assistance, seeing that without their 
co operation the adequate education of medical students 
is no longer possible ? 

3. Each teacher—subject to the limitations imposed by 
the object in view, medical education—would be absolutely 
independent and in every sense unfettered. 

4. Each would enjoy the satisfaction of knowing that 
be could make his teaching thorough, and turn out 
students who had acquired not merely an evanescent 
smattering, but a sound and permanent grip of the prin- 
ciples of their subject. To take anatomy, on which, as a 
former teacher, I may venture to speak, I cannot but 
believe that professors in the universities and lecturers 
in the medical schools would find this amended programme 
a great relief. Not being medical men, they would welcome 
some definite information as to the lines on which their 
teaching of the subject would be most valuable, and as to 
the areas which would furnish the best illustrations, 
for medical purposes, of the principles they desired to 
enforce. 

5. Demonstrators of anatomy would have constant 
opportunities for going beyond mere tedious anatomical 
facts to their meaning as to function, and their bearing on 
medicine and surgery. The value of such teaching would 
be at once apparent when the student began his clinical 
work, and when a sound knowledge of anatomy is 
essential. To speak plainly, is it not a farce to dis- 
cuss femoral hernia, flat-foot, or the deformity of the 
knee-joint in tuberculous disease with a student who 
has never thoroughly known or who has forgotten his 


, anatomy ? 


As to surgery (I will not venture a word as to medicine), 
is the teaching of this subject in al] instances well organized 
and sufficiently methodical? My feeling is that it is not. 
Surgery, as I have already said, makes special demands on 
the power of observation, a trained eye, a delicate touch 
of hand. skilful manipulation, a familiarity with the use 
of instruments and appliances, and the technicalities of 
aseptics, while some straight hints to the student as to 
his duties and responsibilities when he becomes a clinical 
clerk or dresser, are urgently required. Moreover, is it not 
advisable that pains should be taken to fully instruct the 
beginner in the principles which underlie the collection 
and use of evidence, to emphasize the difference between 
the forms of evidence—between, for example, the direct 
and the circumstantial—and to show in what cases the one 
or the other, or a combination of the two must be depended 
on, and what difficulties have to be met, and what pitfalls 
avoided? Most men are naturally very unobservant. It 
is startling to see what they can overlook. How true it 
is that the eye can see only what the eye brings the 
means of seeing; how real is the danger that he who is 
untrained to observe critically, and discriminate accurately, 
will see what he is looking for! Before he begins the study 
of medicine and surgery, should not the student pass 
through a preliminary course in which the matters I have 
bricfly alluded to are thoroughly and systematically 
taught? Would he not keenly appreciate such instruc- 
tion, and would he not find it of inestimable value in the 
out-patient rooms, the wards, and the operating theatre ? 
As all these things are necessary, ought the student to be 
left to pick them up haphazard? Would such a happy go- 
lucky proceeding be allowed in the instance of a lieu- 
tenant on board a cruiser, or an apprentice at Elswick ? 
Yet are not such cases to all practical purposes the 
same ? 

I pass over the out-patient room and the special depart- 
ments, for I believe that they are, in all important medical 
schools, admirably conducted, and that they contribute in 
a degree that can hardly be exaggerated to the education 
of the student. 

In the wards—though there are many exceptions— 
teaching could with advantage be remodelled. Every 
hospital ward teems with material for clinical teaching. 





Every case will serve as a text. And itis in the wards that 
the student should gain a very large share of his pro. 
fessional education. The surgeon in charge—and the 
more eminent he is the more will it be so—cannot 
possibly give much time to systematic teaching. Would 
not three hours a week be quite an outside figure? 
To provide him with the vital necessity of thorough and 
ample clinical instruction should not the student, fresh 
from the preliminary class, pass into the hands of a Ward 
Tutor? This appointment has been made already in some 
hospitals. The ward tutor is a junior teacher. He ‘has a 
class limited to about ten. These he instructs in a guit- 
able number of cases in note taking, surgical anatomy, 
symptoms, methods of examination, special appliances, 
and so forth. His aim is to be thorough, and to work out 
the cases he selects with deliberation and completeness. 

Such work as this would not only interest but educate a 
man, while there can be no doubt that it would be highly 
valued by every intelligent student. The work of the 
tutor, when properly and loyally performed, would not 
interfere with cases in which the visiting surgeon was 
interested, or with his authority in the wards. Such cases 
as the surgeon desired would be left entirely alone. The 
tutor would take only cases in which the surgeon, for 
teaching purposes, did not concern himself. Nor 
would this be any drawback, for the simplest cases, 
after all, are the most suitable for the instruction of 
beginners, 

A special word to those who from to-day are to have the 
University of Leeds for their Alma Mater. You who have 
won the prizes which it has been my pleasant office to 
present must recollect that there has been a proxime 
accessit close on your heels. You have won your first 
obstacle race, but you will find many more in front of you 
as the years roll on, and if you are still to win you must 
keepin mind the fable of the hare and the tortoise. Those 
who have not won this time, no doubt mean to do so on the 
next occasion. For them the fable must be Bruce and 
the spider. But let both sides note that prizemen 
often fail, and that men who do not get prizes often 
succeed, later on. All must remember that duty is 
the stern daughter of the voice of God, and that 
the best asset for any man is a high and honourable 
character. 
A CASE exhibiting the clinical phenomena of true cholera 
was admitted to the Royal Free Hospital on October 4th, 
and ended fatally on October 11th. The autopsy seemed to 
confirm the clinical diagnosis. The outcome of the bac- 
teriological investigation will be awaited with interest. 
The previous history of the patient has not yet been 
ascertained. 

AMERICAN ELECTRO-THERAPEUTIC ASSOCIATION.—The 
twenty-ninth annual convention of the American Electro- 
Therapeutic Association was held at Saratoga Springs, 
New York, on September 13th, 14th, and 15th. The Pre- 
sident, Dr. Thomas D. Crothers of Hartford, Connecticut, 
took as the subject of his inaugural address the Physics 
of Light-Therapy. Reports of standing committees were 
read by the chairmen as follows: Dr. G. Betton Massey, 
on Direct Continuous Current, including Electrolysis, 
Electro-chemical Surgery, Ionization, and all apparatus 
connected therewith; Dr. Frederick de Kraft, on Induced 
Currents and Apparatus; Dr. T. Harris Cannon, on Static ° 
Currents and Apparatus; Dr. S. M. McCollin, on Photo- 
therapy, Radio-therapy, and Apparatus; Dr. Fred. H. 
Morse, on Mechanical Vibration-therapy, Exercise-therapy, 
anl Apparatus; Dr. Francis H. Munroe,on Hydro-therapy, 
Thermo-therapy, and Apparatus; Dr. Byron §. Price, on 
Dietetics; Dr. 'Thos. D. Crothers, on Research; Dr. Wm. 
Benham Snow, on Standard Therapeutic Measures. 
Among the papers read were the following: Dr. Louise 
G. Robinovitch, New York: Electric Anaesthesia in 
Human Surgery; Electric Sleep by Wireless and Unipolar 
Currents; Displacement Currents. Dr. Frederick de 
Kraft, New York: Electricity in the Treatment of Gout. 
Dr. A. W. Baer, Chicago, Illinois: Treatment in Infantile 
Paralysis. Dr. William J. Clark, Philadelphia, Penn- 
sylvania: Oscillatory Desiccation in the Treatment of 
Accessible Malignant Growths and Minor Surgical Con- 
ditions. Dr. G. Betton Massey, Philadelphia: Remarks 
on the Electrical Treatment of Interstitial and Haemor- 
rhagic Fibroids of the Uterus. Dr. Frederick C. Tice, 
Roanoke, Virginia: The X Ray and Light in the Treat- 
ment of Infection. Dr. Arthur W. Yale, Philadelphia: 
Modern Malpractice in Gynaecology. 
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ACUTE ARTHRITIS OF DOUBTEUL 
ORIGIN.” 


H. D. ROLLESTON, M.D., F.R.C.P., 


SENIOR PHYSICIAN, ST. GEORGE’S HOSPITAL; PHYSICIAN, VICTORIA 
HOSPITAL FOR CHILDREN. 


WE wust all have met with cases which, at first assumed 
to be rheumatic fever, have failed to react to salicylates, 
and yet, as shown by the sequel, were not pyaemic, gono- 
coccic, or due to any other obvious infection. It is in con- 
nexion with these cases of acute arthritis of doubtful 
origin that I propose to speak. But as a preliminary con- 
sideration it may be worth while to refer briefly to the 
valve of a reaction to salicylates as evidence of true 
rheumatism. There is no doubt that one of the main 
clinical characters of acute rheumatism or rheumatic fever 
is that it reacts to salicylates; a case which reacts per- 
manently, as regards fever and articular pain and effusion, 
may for practical purposes be regarded as one of rheumatic 
fever. But cases occur, particularly in young women, in 
which full salicylate treatment fails to produce any effect 
for two or more days, so that the question arises whether 
the fever and joint disease are not of a more severe nature 
than was thought, and yet persistence in treatment is 
eventually followed by a complete reaction and recovery. 
The delayed reacticn has in some instances appeared to 
me to depend on constipation. 

On the other hand, vigorous salicylate treatment may 
produce a reaction, more especially as regards the fever, 
in cases of arthritis due to other causes. The fall of 
temperature, which, no doubt, is largely due to the profuse 
perspiration induced by the salicylates, is, it is important 
to remember, temporary. Further, the remarkable power 
of aspirin in relieving pains due to such widely different 
causes sufficiently proves that it is unsafe to argue that 
everything relieved by salicylates is necessarily a 
manifestation of rheumatism. 





ARTHRITIS OF DoustruL ORIGIN (a) COMPLICATING OR 
(b) DirecTLty SuPERVENING ON RHEUMATIC FEVER. 

In these cases, which are not very rare, the sequence of 
events is somewhat as follows: (a) An attack of multiple 
arthritis clears up under salicylates except in one or two 
joints which progress in spite of treatment, and at first 
suggest suppuration, which, however, does not occur, and 
eventually the joint or joints present some fibrous anky- 
losis. When seen for the first time in the later stage of 
fibrous ankylosis these cases seem incompatible with the 
history that the primary affection was rheumatic fever, as 
it is generally agreed that rheumatic fever never induces 
fibrous ankylosis. But when the progress of the disease 
is watched from the outset it must be admitted that 
there is no reason, except the unusual sequels, to doubt 
that the primary disease was rheumatic fever. (b) In other 
cases the primary attack yields satisfactorily to salicylates, 
and after an interval is followed by what at first appears 
to be a relapse, but the arthritis does not subside under 
salicylates, and signs suggesting suppuration, and sub- 
sequently fibrous ankylosis, follow. The explanation of 
these cases leaves much room for discussion. The most 
obvious view is that a primary rheumatic synovitis 
becomes complicated by a secondary infection. Thus a 
patient with rheumatic fever who has oral sepsis may 
recover from the rheumatic attack and subsequently suffer 
‘from arthritis due to infection derived from the mouth. I 
have long considered that patients with oral sepsis are 
specially prone to relapses of rheumatic fever. In the 
following case rheumatic fever was followed after an 
interval of quiescence by inflammation of a joint not 
affected in the primary attack. 


A woman, aged 27 years, was admitted to St. George’s Hos- 
pital with pain and swelling of fourteen days’ duration in both 
shoulders, elbows, shins, and the back. She had tonsillitis and 
several decayed teeth. On full salicylate treatment she rapidly 
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recovered, and was about to leave the hospital, when she was 
attacked with pain and swelling of the left wrist. This was at 
first regarded as a relapse of rheumatic fever, but salicylates 
entirely failed to relieve the pain and swelling. The joint 
became more swollen, the skin over it red, and the movements 
very greatly restricted. With local treatment—an icebag fol- 
lowed by a Watson’s splint—the inflammation subsided, and 
subsequently passive manipulations and massage restored the 
power of movement. Dr. E. L. Hunt found that the blood serum 
agglutinated a laboratory culture of Bacillus coli ina dilution of 
1 in 50 in one hour. 

In the following case it is possible that there was a 
double infection at work, first that of rheumatic fever, 
later that of syphilis. 

A married woman, a barmaid, was admitted to St. George’s 
Hospital with what was thought to be acute rheumatism, and 
was treated with salicylates; the joint pains and fever disap- 
peared, but one ankle and one elbow became painful and red, 
and suppuration was so far suspected that arthrotomy was 
discussed, though not carried out. The movements of these 
joints became restricted, and the adhesions in the ankle were 
broken down under an anaesthetic. Some months later a 
cutaneous syphilide appeared and iodide of potassium was 
given, with the result that the movement of the elbow greatly 
improved. Was this a case in which syphilitic arthritis 
supervened on rheumatic synovitis? 

On the other hand, it might be argued that in group (a) 
the joint or joints persistently affected are the primary 
site of an infection which gives rise to a transient and 
secondary toxic arthritis in the other joints, and that the 
toxic joint affections, being essentially transient, subside 
while salicylates are being taken, though not because of 
the influence of this treatment. 

A man, aged 50, was admitted under my care with what 
appeared to be multiple rheumatic arthritis. He had been 
treated at home with salicylates for a month without any 
improvement. In the hospital he was again put under sali- 
cylates, and the joints improved with the exception of one knee, 
which steadily got worse and was thought to be suppurating. 
Puncture failed to bring away any pus, but from the few drops 
of blood removed a coliform bacillus was cultivated; the 
patient was then treated with a vaccine, and slowly recovered. 


OTHER ARTHRITIDES OF DouBTFUL ORIGIN. 

Acute non-rheumatic arthritis may conveniently be 
divided into two groups: (1) Infective, in which micro- 
organisms are present in the affected joints; (2) toxic, 
in which the joints are sterile, and in which the inflam- 
mation is presumed to be due to poisons brought; from 
some other part of the body. 


I.—Infectave Arthritis. 

Besides the recognized forms of infective arthritis, such 
as gonococcic, pneumococcic, streptococcic, and staphylo- 
coccic, there are others which are less often seen, such as 
that due to the Diplococcus intracellularis of cerebro- 
spinal meningitis. A rare form of infective arthritis is 
that due to B. coli or allied organisms. I have seen two 
cases in which coliform organisms were obtained from the 
joints ; in one of these, in which the articular effusion was 
purulent, the same organism was obtained in a blood 
culture! Suppurative arthritis due to the colon bacillus 
has been observed as a result of appendicitis (Sevestre and 
Thomas’), and the B. colt has been found in two cases of 
arthritis occurring in dysentery (Salle*). As an excep- 
tional occurrence arthritis is seen in some common acute 
infective diseases, such as measles, mumps, and diph- 
theria; this arthritis is so rare that it seems probable 
that some added infection, rather than that responsible for 
the primary disease, has given rise to the joint affection. 
It is less rare in enteric fever. 

It is rather remarkable that influenza, which so com- 
monly gives rise to arthralgia and is so prolific in compli- 
cations and sequels, has very rarely been proved to give 
rise to arthritis. It is true that arthritis complicates or 
follows conditions called influenza; G. A. Wright‘ has 
collected seven cases in point, but bacteriological proof 
that the joint affections were due to the influenza bacillus 
was not provided. Dudgeon and Adams,° however, have 
recorded the case of a child, aged 10 months, with 
multiple arthritis and meningitis; pure cultures of 
B. injluenzae were obtained from all the sites of infection 
except the lungs. Thursfield,° who quotes Slawyk’s case 
of pyaemia and purulent arthritis due to B. injluenzac, 
suggests that Dudgeon and Adams’s case was due to 
Cohen’s bacillus or the organism which is found in 
cases of so-called influenzal meningitis and resembles 
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B. influenzae morphologically and culturally, but can be 
differentiated from it by its pathogenetic effects upon 
rabbits and guinea-pigs. 

It is noteworthy that in pyaemia, apart from purulent 
arthritis, the joints may become painful and swollen 
without anything farther taking place; this synovitis, for 
such it appeared to be in the few joints I have examined 
after death, may pass off during life. Possibly the 
synovitis is due to small quantities of micro-organisms in 
the synovial membrane, which do not manage to multiply 
sufficiently to set up suppuration. Another possibility is 
that the synovitis is toxic and not due to microbic invasion 
of the articular tissues. 

An example of pyaemic arthritis, fortunately somewhat 
rare, is that seen in cases of acute epiphysitis in children ; 
the condition is exactly the same as acute infective peri- 
ostitis or acute necrosis of the long bones, except that instead 
of attacking the shafts of the long bones it falls on their 
epiphyses, and thus spreads into the adjacent joint. The 
mention of acute periostitis reminds me of a case in which 
acute necrosis of both fibulae near the ankle-joint and a 
temporary reaction to salicylates led me for a time tomake 
the mistake of regarding the disease as rheumatic fever. 

Perhaps this is the best place to mention cases of mul- 
tiple arthritis which do not react to salicylates but respond 
well to injections of polyvalent antistreptococcic serum. 
In a case under my care reported by my house physician, 
Dr. H. Robinson,’ there was multiple arthritis with 
fever which went on for a month in spite of full salicylate 
treatment. The state of the joints did not justify aspira- 
tion so there is no proof as to the exact cause of the 
arthritis, but the rapid improvement after injections of 
polyvalent antistreptococcic serum strongly suggests that 
the condition was due to streptococci. 

Acute synovitis in generalized miliary tnberculosis must 
be extremely rare. 

A man aged 52 was admitted to St. George’s Hospital with 
a temperature of 103° I’., pain and swelling in the wrists, knees, 
and ankles, and delirium. He was at first treated as a case of 
rheumatic fever and given salicylates freely, with a temporary 
fall of temperature. The temperature, however, rapidly rose, 
ond remained between 101° and 105° F. until his death, which 
accurred five days after his admission to the hospital. After 
death he was found to have generalized miliary tuberculosis. 
The left knee-joint contained an excess of fluid, and the synovial 
membrane showed petechial spots; unfortunately no bacterial 
examination of the synovial fluid or of the synovial membrane 
was made.’ Poynton? has recorded the case of a boy aged 
5 years, with tuberculous meningitis and acute tuberculous 
arthritis of the left knee, the synovial membrane of which was 
swollen. It does not appear that the arthritis was proved to 
be tuberculous. Dr.S.J. Ross of Bedford has given me the 
details of a case of acute arthritis of the knee-joint in a man 
aged 21, which came on three weeks before death from general- 
ized miliary tuberculosis. Clear fluid aspirated from the joint 
was sterile on various culture media. 


Although none of these cases have been proved to be due 
to an eruption of miliary tubercles in the synovial mem- 
brane, this would seem the most probable explanation. 

Reference may be made here to a different form of 
arthritis supposed to be connected with tuberculosis; 
by the term “tuberculous pseudo-rhewmatism ” French 
writers—Poncet,° Bezancon,!! Griffon—describe an acuta 
synovitis resembling that of rheumatic fever, which does 
not react to salicylates and may eventually go on to 
ankylosis or to a typical tuberculous joint. There are 
two views as to the relation of tuberculosis to this form 
of joint affection: (a) That toxins absorbed from tuber- 
culous foci in other parts of the body are carried to 
the joints, and there induce lesions; in other words, that 
it is a toxic arthritis. (b) That tubercle bacilli are present 
in the articular tissues. On this hypothesis of an infective 
arthritis, the resulting condition would be regarded as 
comparable to acute tuberculous pleurisy with effusion. 
By examination of the fluid in a case of tuberculous 
pseudo-rheumatism, Griffon’? found that the cytological 
formula was the same as in the fluid of tuberculous 
pleurisy—namely, a great predominance of lymphocytes, 
and that injection of the fluid into guinea-pigs induced 
experimental tuberculosis. 

Still's disease, or the special forra of chronic arthritis 
with enlargement of the spleen and lymphatic glands, bas 
been thought to be a tuberculous manifestation, and to 
represent in children the tuberculous pseudo-rheumatism 
of adalts. But it is not yet decided whether it is due to an 
actual invasion of the joints by tubercle bacilli, as was 





suggested by a local arthritic as well as a general reaction 
to tuberculin in Edsall’s case,'‘ or whether it is a toxic 
result, as is suggested by the occurrence of a general 
reaction only to tuberculin injections in Parkes Weber’s 
case.” An obvious difference between tuberculous pseudo- 
rheumatism of adults and Still's disease is the relatively 
acute nature of the former and the chronicity of the latter, 
This may perhaps be paralleled by the more acute course 
of tuberculous meningitis in children than in adults. It is 
also interesting to compare the byperplastic tuberculosis 
of the intestines, which is so different from ordinary 
intestinal tuberculosis, with Still’s disease, which is 
equally unlike tuberculous arthritis. It is conceivable 
that the changes in Still’s disease are due to a mixed 
infection, of a low grade of virulence, of tuberculosis and 
some other micro organism. 


II.—Towie Arthritis. 

The first point to establish is that such a condition 
really occurs. In support of its existence we can point 
not only to gout, but to the occurrence of articular pain, 
and in a few cases of effusion, after the subcutaneous 
injection of antitoxic serums. It has been mainly noted 
after the use of antidiphtheritic serum. McClure™ points 
out that, whilst this is rare in patients confined to bed, 
it is common in patients who, having had prophylactic 
injections, are up and about. He also refers to its occur- 
rence after injections of Yersin’s anti-plague serum. The 
pain of this toxic form of synovitis is not relieved by 
salicylates. 

It should, however, be borne in mind that the deduc- 
tion that a given case of joint disease is toxic rather 
than infective, because the fluid aspirated from the joint is 
sterile, may be fallacious, for the micro-organisms may be 
in the inflamed serous membrane, or be so intimately con- 
nected with it that they are not obvious in the fluid, 
This is fully recognized as regards the effusion of acute 
tuberculous pleurisy, and may well be true in the rare 
cases of acute arthritis in generalized tuberculosis referred 
to above. 

As is well known, two forms of arthritis may complicate 
scarlet fever: (a) The suppurative form due to pyaemic 
infection, which does not concern us here; and (0) the 
form usually called rheumatic. With regard to the latter, 
McClure, from an analysis of 170 cases, disagrees with the 
general opinion (Osler,'? Garrod,'® Caiger’®) that the joint 
affection is rheumatic and is relieved by salicylates. He 
considers it toxic, and supports this on the negative results 
of blood cultures and cultures from the joints of 30 of his 
cases. In its toxic origin he compares it with the arthritis 
due to serum disease. 

Intermittent hydrarthrosis, in which attacks of pain 
and swelling occur so regularly that they can be accurately 
foretold is a rare condition, but is of special interest in 
that the obscurity of its pathogeny has led Garrod” to 
formulate the notion of articular erythemas. There is 
much that is attractive in the view that intermittent 
hydrarthrcesis, which has occurred in patients who have 
had angioneurotic oedema, and iu others who have had 
urticaria, is an affection of the synovial membrane 
analogous to a cutaneous erythema. As skin eruptions, 
and especially the erythemas, are so commonly due to 
toxaemia, it is tempting to assume that the toxins which 
commonly induce cutaneous erythema may, when the 
synovial membranes are a place of diminished resistance, 
give rise to congestion and effusion. 

Here we may recall the association between arthritic 
manifestations on the one hand, and purpura and other 
skin eruptions, such as urticaria and erythema nodosum, 
on the other hand. Originally the presence of the arthritic 
lesions was given undue prominence and was regarded as 
evidence that the whole syndrome was essentially rheum- 
atic fever; this is shown by the old names peliosis 
rheumatica (Schénlein’s disease) and purpura rheumatica. 
Doubt has been thrown on this conclusion :Osler’s” de- 
scription of the erythema exudativum multiforme group, 
which includes cutaneous, arthritic, visceral, and cardiac 
lesions, was perhaps the first step in this direction ; and 
more recently Pratt,’ after examining all the evidence, 
cannot find any reason to believe that the arthritis of 
purpura is rheumatic in origin. ; 

The characters of toxic arthritis are that the mapi- 
festations are more transient and less severe than ia 
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infective arthritis; that pus is not produced, and that the 
inflammation is apt to flit from joint to joint. 


Arthritis associated with Lesions of the Alimentary 
Canal.—In some rare instances there may be evidence that 
a micro-organizm has been absorbed from the alimentary 
canal and carried to the joints, so that an infective 
arthritis is set up, as in the cases of dysentery ia which 
a coliform organism has been isolated from the joints 
(Salle). Apart from these exceptional cases the 
arthritis associated with lesions of the alimentary 
canal may, perhaps, be assumed to be toxic and due to 
the action of poisons, usually of microbic origin, absorbed 
from the alimentary tract. Oral sepsis is well known to 
be an antecedent in some cases of a disease closely 
resembling, and often said to be, rheumatoid arthritis; the 
joint changes are usually chronic rather than acute. But 
occasionally attacks of acute arthritis are seen in patients 
who have pyorrhoea alveolaris or suppuration draining 
into the mouth. I have seen recovery follow removal of such 
an infective focus. Acute arthritis in association with the 
common disorders and lesions of the stomach and intestines 
isextremely rare. According to Salle,* dysentery is accom- 
panied by some degree of arthritis in about 4 per cent. of 
the cases. Ulceration of the rectum has in some instances 
been noted to be associated with acute arthritis, which 
has been observed to disappear when the bowel condition 
was cured (Wallis *’). 

Considerable interest attaches to the association of 
appendicitis with arthritis, for if has been interpreted in 
two different ways: it has been thought that the appen- 
dicitis is a manifestation of rheumatism (Grant?'), and con- 
versely that the joint manifestations are secondary to 
absorption from an inflamed vermiform appendix. The 
— is undoubtedly rare, but it is worth bearing in 
mind. 

Similarly there is considerable scope for discussion as to 
the relation of the association of arthritis with the various 
forms of colitis. The French school regard mucous colitis 
as a manifestation of the arthritic diathesis, on the grounds 
that the subjects of mucous colitis have a hereditary or 
personal history of joint affections. On the other hand, 
arthritic lesions may follow in the wake of colitis, and 
may be explained as due to the absorption of intestinal 
toxins. This arthritis is commonly chronic, an acute form 
is rare. I have seen two cases in which acute arthritis 
was associated with colitis, but in both instances the two 
conditions were probably independent of each other and 
due to some common infection. Both began with fever, a‘ 
first thought to be influenza, 

_ In one, a woman aged 50, widespread peripheral neuritis was 
first observed, then oedema of the legs, and then arthritis and 
Severe mucous colitis with the passage of intestinal sand. 
Recovery was very slow, the movements of the joints being 


much impaired for more than a year after the other symptoms 
had disappeared. 


In the other case, a man aged 32, sore throat and multiple 
arthritis first appeared, accompanied by constipation ; this was 
followed by diarrhoea and the passage of blood and mucus from 
the bowels. About a week later a large round worm was 
discharged from the bowel. After a long convalescence he 
recovered completely. 

In conclusion, acute arthritis may be a manifestation of 
various diseases ; but whilst some fevers are so constantly 
characterized by obvious cutaneous changes as to be 
grouped together as the exanthemata, the occurrence of 
arthritic changes are less constant in well-recognized 
diseases. I do not know if it has ever been suggested 
from a teleological point of view that the object of cutane- 
ous rashes is to give warning that the individual is infec- 
tious ; but the same spirit of final causes might urge that 
the reason why certain diseases, such as acute rheumatism 
and in Some instances scarlet fever, affect the joints is 
that, by limiting movement, rest for the heart may be 
ensured. Teleological explanations though attractive are 
dangerous, and this one will not stand much criticism. 

The other point on which I wish to insist is that a 
Weakness in resistance on the part of the joints, whether 
inherited or acquired, may determine inflammation in the 
Joints in certain persons when attacked by an infection or 
disease which in ordinary persons is not characterized by 
arthritic manifestations. ‘his probably accounts for the 
rare form of arthritis exceptionally seen in hemiplegia 
and paraplegia. 
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EXPERIMENT AND OBSERVATION IN 
MEDICINE.* 
By J. A. CODD, M.D., 
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In selecting a subject for the presidential address, it is 
sometimes the practice to take one definite subject and to 
follow it out fully, but in other cases a retrospective view 
is taken, recalling some points of interest that have 
occurred in the president’s own career, or a general 
survey of the progress of medicine or some branch thereof. 
It is my intention to take the latter line, and to put in 
order some of the reflections that have from time to time 
engeged my attention. ; d 

When we compare the advances made in the strict 
sciences with those made in medicine, we must admit that, 
brilliant as are the latter, they cannot compare with those 
of the pure sciences. We have to remember that medi- 
cine is not only a science but also an art, and it is with 
the latter that most of us are chiefly concerned, and art 
is long. The laboratory worker is concerned with science, 
but the clinician is almost wholly concerned with the art 
or practice of medicine. Much of this distinction in 
results is due to the nature of the material we deal with. 
The personal equation of the patient is so variable, there 
are so many (difficulties in the way of making adequate 
controls. The human factor is a variable and not a 
constant. and so the equation never works out accurately. 

* Science is measurement,” but measurement with the 
accuracy of a chemical balance or a Kelvin electrometer is 
impossible to apply to clinical methods. We can, it is 
true, count pulses ard respirations, and record tempera- 
ture and weight, and these observations are very usefal. 
But other measurements, such as sphygmographs and 
haemomanometers, have many sources of error, and the 
error of experiment bears such a large proportion to the 
actual measurement as to render the latter of dubicus 
value. 

And our observation, as a rule, does not take the form of 
measurement, but of signs that have not an absolute value, 
but only a relative one. A resonant note in one person 
would be a dull one in another. The note elicited over 
the lung of a thick-set, muscular, or fat subject would, if 
heard over the lung of a thin patient, suggest disease. 
There is a great variability in the standard of resonance 1n 
different patients, and for each patient it is necessary to 
have a standard of normal resonance. I believe that in 
the early stages of phthisis, where the signs at each ap: X 
are exactly the same, there is a danger ot overlooking the 
signs, owing to our habit of comparing the resonance of 
one apex with the other, instead of relying on a standard 
of absolute resonance. 

In all scientific operations the element of control is 
largely represented. Two substances of exactly the same 
composition, weight, and appearance can be placed side 
by side, one experimented on and the other retained as 
contro), and the two can be compared at every stage. 
This can be done in testing urine and laboratory work, 
but in treating patients it is very difficult. The scientific 
method of study would be to have two patients exactly 


*Read at the annual meeting of the Staffordshire Branch of the 
British Medical Association. 
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alike, having the same disease and the same stage and 
virulence of the disease, and one should have the proposed 
treatment and the other left alone as a control. But 
many difficulties present themselves against carrying out 
this course. (1) No two persons are alike in appearance 
or constitution, and so the test would be somewhat invalid. 
It is impracticable to catch the disease at the same stage, 
and to be sure that it is of the same virulence. Even with 
the most careful opsonic tests, we could not be assured that 
both cases would run exactly the same course if left alone. 
(2) If the proposed form of treatment or any other would 
be likely to do good, it would not be justifiable to leave the 
control patient alone, if the disease were of great severity 
or danger. (3) The vis medicatriz Naturae upsets our 
calculations. Many worthless drugs owe their reputations 
to the fact that the patients on whom they were first tried 
got well in spite of them. The old argument, post hoc, ergo 
propter hoc! Parenthetically, we may remark that many 
a practitioner also owes his reputation to the same 
sequence. 

About ten or fifteen years ago there was a great “boom ”’ 
in pharmacology. Each useful drug was to have its 
action in health studied carefully. Experiments were 
made of a very comprehensive and exact character, firstly 
on animals, and finally on the experimenters themselves. 
Great expectations were aroused that they would put 
medicine and therapeutics on a sound and scientific basis. 
If we knew exactly how they acted in health, and then 
observed what happened when they were exhibited in 
disease, the net result would surely indicate their influence 
on disease processes, independently of the vis medicatriz 
Naturae. This work has done much to amplify our know- 
ledge and to make more exact our trains of thought, but it 
has not quite realized our expectations. Many drugs only 
show their potency in disease. Antipyretics reduce a 
temperature abnormally raised, but have no action on the 
normal temperature. Anodynes and analgesics relieve 
pain, but have precious little effect when there is no pain. 
So all drugs that have a specific action on certain diseases 
often do not show anything analogous to this action in 
héalth. 

While there is abundant evidence of the old empiric 
attitude among us, yet there has also been abundant 
evidence of the rise of a more critical spirit, amounting in 
many physicians to scepticism. I was once handed a text- 
book by Marshall Hall which was represented to me as a 
type of thought and practice well worthy of study and 
imitation by a young physician. I found in this book that 
everything was cured by mercury, antimony, and bleeding. 
Moreover, each disease had its proper number of ounces of 
blood to be extracted. While the ranges at either end of 
the scale were very far apart, yet many of the indications 
for different diseages in the scale differed only by 2 oz. of 
blood that required extracting. Everything was nicely 
cut-and-dry. Pneumonia required, perhaps, 30 oz. of blood 
extracted, and bronchitis only 28. It is wonderful that, 
with every disease having its treatment expressed so 
exactly in ounces of blood, and with such a limited 
pharmacopoeia as mercury and antimony any one 
ever died. I am afraid that the young physician saw 
more of the humour than the value of this excellent work. 
The sublime and artless credulity of this system of thera- 
peutics smacks very strongly of the Chinese medicine of 
the present day, which appears to be a kind of organo- 
therapy gone mad—each disease has its cure in a certain 
organ of a certain animal. 

We have advanced considerably beyond that stage. 
Pharmacological researches have carried our knowledge 
very far. We can define with certainty the precise 
action of many drugs, but we cannot tell the how and 
we cannot tell the why. We know that curare causes 
paralysis by paralysing the end-plates of the muscles, 
but we do not know how it does so, what precise 
anatomical or chemical changes take place. We know 
that strychnine exalts the anterior cornual cells of the 
spinal cord and that physostigmine depresses them, but 
here, again, we cannot tell how they do it, and what 
relation between the chemical structure of the alkaloid 
and that of the cell protoplasm causes this action. I do 
not know of any observations that have been made 
showing anatomical changes in the nerve cells as the 
result of the action of these powerful drugs, though such 
changes have been shown in the case of alcohol. 





Another point of interest is, Why do plants elaborate 
out of their simple food—carbon dioxide, water, and 
ammonia — these highly complex alkaloidal poisons? 
What can be the item in the scheme of natural selection 
that results in the elaboration of these substances, and 
how does it come to pass that they should have such 
a powerful action for good or evil on our bodily functions ? 
It is very difficult to understand how in a purely 
mechanical theory of natural selection this wonderful 
symbiotic relation should come to pass. Why does the 
nux vomica produce strychnine and the belladonna 
elaborate atropine? What can it have to do with the 
plant’s economy? Can it be some form of protective 
device to prevent them being eaten up by animals? and, 
if so, how does it happen that atropine has no poisonous 
effects on rabbits? Who so likely to eat them up as 
this voracious rodent? If this were so, one would expect 
poisonous plants to flourish much more than non-poisonous 
ones. And yet one finds that the plant least harmful to 
animals, and one on which they feed more than any other 
—the common meadow grass, Loliwm perenne—is the 
most widely distributed of all plants. The action of 
natural selection in plants is more concerned with effective 
reproduction and distribution of reproductive products than 
with the security of the individual plant from injury or 
destruction. 

One can scarcely compare the elaboration of the poppy 
alkaloids to the pungent odours and taste developed by 
certain moths, or the protective colouring assumed by 
other and more innocent lepidoptera to resemble their 
more nauseous relatives. The teleological doctrine in its 
old frank statement finds little favour now, but it is 
difficult to escape it in this context. We know that the 
strawberry does not don its crimson luscious receptacle 
for the benefit of our palates, but to attract birds to 
devour it and its contained achenes, so that after passing 
through the alimentary canal, the hard, dry, indigestible 
achenes may be deposited with a good dollop of fixed 
nitrogen in a favourable position, and giving them a wide 
Gistribution. 

The lovely hues and exquisite odours of the violet and 
rose are not for the gratification of the lord of creation, 
but simply to attract the lowly insect, who is an efficient 
agent in securing fertilization, and especially that more 
potent agent, cross-fertilization. 

All these gratifications derived from the fioral world 
which we enjoy have been evolved by the pure mechanical 
agency of natural selection. But the evolution of the 
alkaloid-producing power appears to be on quite another 
platform. So far it does not seem practicable to compare 
etiologically or teleologically the plants producing these 
powerful principles with those that do not, and to have 
regard to the great variety of these substances that are 
produced, and to account for them merely on the theory of 
the survival of the fittest. 

It is also remarkable how few really useful drugs and 
powerful alkaloids are derived from the animal kingdom. 
With the exception of cantharidin, there does not appear 
to be one drug derived from it, except vehicles. The 
matters relating to organo-therapy, toxins, antitoxins, and 
vaccines, of course, do not come in this category. The 
relation of these to the organism producing them is easily 
understood. 

It is a strange and happy circumstance that so many of 
these powerful active principles have the power to cure 
disease and mitigate symptoms. The theory has been 
advanced in more remote times that wherever there was 
an endemic disease, there grew a plant that cured the 
disease. Wherever nettles abound, there alongside grows 
the dock, ready at hand for the cure of the unfortunate 
stung by the nettle. In fenny country, where rheum- 
atism is prevalent, there grows freely the willow, 
yielding salicin. Where malaria abounds, there the 
cinchona grows, accessible for the relief of the sufferer. 
I am afraid that the cinchona does not adapt itself to the 
would-be users quite so well as this, but I believe 
in some parts of South America the disease and the 
cure grow side by side. But I am afraid, as far as our 
present knowledge goes, instances like these (even if we 
take them for granted) could not be multiplied very much. 
There are very few indigenous plants that we use, and I 
believe the ground has been fairly well covered. If one 
reads Bentley’s Botany (where the known therapeutical 
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use of each plant is described along with its anatomical 
features), one is surprised to find how many of them have 
been extensively employed for various ailments, most of 
them without success. Most of our knowledge of these 
things has been derived from the careful observation of 
keen-witted natives, many of whom have been accustomed 
to use plants found in their district, and to use them 
successfully for many generations before the advent of the 
European. It would almost appear that we have reached 
the limit, and that we are in possession of almest all the 
facts relating to the galenicals and the preparations 
derived from them. Very few serviceable additions of this 
description to our Pharmacopoeia have been made during 
recent years, the only notable one being the Malayan plant 
that was reputed to be of such value in the cure of the 
opium habit, but of which we have heard very little since 
the first boom. 

Our advances in recent years have been along the lines 
of the products of the chemical laboratory and those of 
the pathological laboratory. I suppose drugs of the former 
class far outnumber the galenicals, and every week new 
ones are being introduced and disturb our breakfast tables. 
When they are all reviewed and added up, they resolve 
themselves into one or other of the following groups: 
Antipyretics, anodynes, anaesthetics, diuretics, antiseptics, 
hypnotics, and purgatives—not a very large field, I am 
afraid. Each new one professes to be an improvement on 
its predecessors in that class. Take the phenetidine 
group—phenacetin, lactophenin, citrophen—all acid esters 
of phenetidine, but of increasing complexity. It was held 
that as the acid radicle advanced in complexity, so the 
drug increased in its analgesic power. It has occasionally 
happened that conditions that failed with phenacetin have 
yielded to lactophenin, but the fact remains that phen- 
acetin still is the most popular of the three. 

So in the sulphonal group: it was held that the more 
ethyl groups there were, the greater the hypnotic effect, 
and that therefore sulphonal, or diethylsulphon- 
dimethylmethane is exceeded by trional (diethylsulphon- 
ethyl-methylmethane), and this, again, exceeded by 
tetronal (diethylsulphon-diethylmethane). But the fact 
remains that sulphonal, with its two ethyl groups, is still 
the most popular, and that trional is more popular than 
tetronal, the latter being seldom used. Possibly the 
greater cost, in the absence of very marked difference 
- effect, has something to do with the relative frequency 
of use. 

The want of correlation between chemical affinities and 
pharmacological affinities is very marked. The halogens, 
Cl, Br, and I, are, of course, closely related chemically and 
so are their compounds, but the pharmacological and 
therapeutic properties of their compounds are very dif- 
ferent. Methyl-morphine has very similar action to 
morphine, while methyl-strychnine has quite an opposite 
action to strychnine. The chlorine derivatives of methane, 
however, have similar actions. Monochloromethane is 
an anaesthetic, but is little known. Dichloromethane had 
a great vogue twenty years ago, when it was brought 
invd prominence by Sir Spencer Wells. Trichloromethane 
still shares with ether the position as premier anaesthetic. 
Tetrachloromethane has earned itself recently an unenvi- 
able notoriety as a profound anaesthetic in the hands of 
hairdressers—much too profound! 

The old adage, ‘Of making many books there is no end, 
and is much weariness to the flesh,” applies also to 
organic compound breeding. They are very many, their 
full names very much exceed that of a royal personage; 
their therapeutic activity exceeds that of any other drug 
hitherto introduced. If our credulity were equal to the 
claims put forward by their introducers, our whole time 
for months might be occupied in experimenting with one 
week’s output in new drugs. Perhaps this is the origin 
of the expression, “It is a drug on the market.” The 
only difliculty is to sift the wheat from the chaff, and the 
danger is to overlook a few valuable grains of wheat, 
owing to the abundance of chaff and its capability of 
concealing. 

One of the most remarkable transformations in medical 
practice in the last ten years has been the decline in the 
use of alcohol. The statistics of the large London hos- 
pitals, the Metropolitan Asylums Board, and the London 
County asylums are a most convincing record of the fact 
that a great change has come over the practice and 





convictions of the medical officers of these institutions, 
who number among them—if not entirely composed of— 
the best elements of our profession, the best type of 
professional efficiency, and to whose opinions we look up 
with the greatest respect, and whose practice may be 
fairly taken asa standard representing that of the pro- 
fession of the nation at large. In the London County 
asylums, while the patients and staff had gone up from 
the year 1885 to the year 1906 from 8,107 to 19457, the 
wines and spirits had gone down from 1,902 gallons to 
250 gallons, and the beer from 255,486 to 1281 gallons. 
This is not the practice of a few cranks, but the out- 
come of the increasing conviction amorg all classes of 
the profession of the uselessness and harmfulness of 
alcohol; as the result, not of preconceived prejudice, 
but of added knowledge due to careful experimental 
work, carried on under the finest modern scientific 
conditions, and better clinical observation, from which 
the obscuring bias of ages has been put away. The 
International Congress of July, 1909, gave evidence 
of the great amount of work that had been done, 
with the desire, not of fortifying a position, but of ascer- 
taining the truth, and recent research in immunity and 
kindred subjects has given to these workers a very potent 
instrument for unravelling these mysteries. The work 
has been slow in method, sparing ne pains to gain 
accuracy in result, but the accumulation of facts has been 
sure, and the facts have been marshalled with unerring 
fidelity and relentless energy, and it is now clear to us 
that alcohol is a narcotic and not a stimulant, that it is 
a protoplasm poison of the first order even in very dilute 
solution, and even under such circumstances leaves 
indelible marks and lowers the immunity index of the 
individual. 

Bias has to some extent hindered the revelation of the 
laboratory being transferred to the bedside in all its full- 
ness. There are many human traits in our clinicians 
which I need not specify more particularly, but which 
have in the past caused the frequent and almost universal 
exhibition of this drug, and, even with recent illumination, 
we must expect a certain clinging to this old idol for a 
time. The foundations of society still depend on the free 
exhibition of alcoholic beverages at social gatherings. 
Till recently the passing of the wine denoted the muff. 
Perhaps this does not obtain to the same extent now. But 
even now it is regarded as social heresy of first order not 
to offer your guest what you consider a powerful poison. 
You are not obliged to offer him opium, hashish, or cocaine, 
but if you do not offer him alcohol you are a social pariah. 
With this spirit still prevailing, it is hopeless to expect the 
revelations of the laboratory to be transferred very readily 
and universally to the bedside. In the laboratory observa- 
tions are so exact that bias and sentiment have no place, 
but in clinical work sentiment and fashion are bound to 
influence us to some extent. Observation cannot be £0 
accurate without the control element. 

The scope of the pbysician has been inevitably narrow- 
ing during recent years, and the process is likely to 
continue. At one time he had it all his own way, and the 
surgeons were merely only the descendants of the barber- 
surgeons. The gold-headed cane and other symbols were 
no doubt the important elements in the physician's 
armamentarium. But in spite of all the humbug, there 
were doubtless many able clinicians in those days, all the 
more so because they were dependent on their native 
wits, and not on the aid that modern instruments and 
researches give. ; 

With the introduction of anaesthetics and antiseptics a 
great change took place, and since then the surgeon has 
continually encroached on the ground hitherto occupied by 
the physician. 

In more recent years, with aseptic methods and improved 
technique, the advance of surgery has been enormous, 
and much of it has been at the expense of the physician. 
McGill used to preface his lecture on the surgical treat- 
ment of intestinal obstruction with the remark,‘ Formerly 
the treatment of intestinal obstruction was left to the 
physicians, and the result was that the patients nearly all 
died.” The same may be said of many other things that 
have now been relegated to the surgeons in like manner, 
and many other cases that in the physician’s hands 
received only palliative treatmeat, but with surgical 
treatment the cure has been complete. This has not been 
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due to the relative capacities of the two classes, but to the 
limitations that have been imposed on the physicians. Each 
year the surgeon invades some branch of the physician’s 
work, and this is as often due to the physician’s improved 
method of diagnosis as to the improved technique of the 
surgeon. In fact, the chief reward the physician gets for 
increased precision in diagnosis is to get his territory 
raided and that class of case annexed. It will be but a 
short time when most of the diseases of the stomach 
(formerly regarded as sacred to the physician) will be 
treated by the surgeon, and I look forward to the time 
when the diseased lobe of the tuberculous lung will be 
removed. With this very much diminished field, with the 
prospect of a still further rapid contraction of the field of 
work, what is the outlook of the physician? However 
narrow his work may be, there is, of course, still some 
scope for research and acquiring greater precision of 
diagnosis, but if the client‘le is reduced severely, the 
income necessarily becomes narrowed, especially as the 
physicians’ fees bear such a small ratio to the fees obtain- 
able for operations. Treatment by drugs, whether 
galenical or synthetic, is likely to be restricted. There 
are, however, certain lines of advance which he can 
reasonably develop. 

The field of physical theraveutics is one which is 
sufficiently large to occupy the whole attention of medical 
men practising in very large populations, but in smaller 
areas the client‘le would be too small, and in such cases 
the work is very aptly undertaken by the physician. Electro- 
therapeutics offers a very useful, though limited, field, 
especially in the relief of neuralgias and neurites, and 
other painful conditions when they are not caused by too 
gross a lesion. Even in the latter case much relief may 
be afforded. Paralytic conditions often meet with much 
better results with scientific treatment than when treated 
in the rale-of-thumb method with a small battery. Cata- 
phoresis, or ionization, has also a good prospect in effec- 
tively carrying the medicament to the affected part without 
permeating the organism. 

Radio-therapy is a field that may suitably engage the 
physician’s attention, and requires skill of the highest order. 
It does not involve the mere turning on of the switch, 
but requires first-class specialized technique, and accurate 
observation and judgement. ‘There are terrible poten- 
tialities for evil as well as for good in radio-therapy, and 
the work calls for specialized attention, not by druggists 
and other non-medical operators. The cure of lupus, 
rodent ulcer, tuberculosis of the skin, and other skin 
lesions by this means has come within the knowledge 
of most medical men. Recently much has been done in 
the cure of deeper lesions by means of filters which cut off 
the soft rays which do not penetrate and which injure the 
skin, but allowing the harder rays to penetrate the skin 
and permeate the diseased structures. Tuberculous 
glands, provided they stop short of suppuration, can be 
cured, and even after excision irradiation of the site of 
the glands effectively prevents recurrence. A case of this 
nature well illustrates this. 


The son of a medical man came to me with glands in the neck 
which were caseating or even suppurating. I applied x rays for 
a time without lessening the swelling. I then advised that they 
be removed, and this was done, and the glands were found to be 
suppurating and adhesions formed, and some of the pus escaped 
into the wound. Previous to this, at the same operation, the 
other side was opened and some non-suppurating glands 
removed. Both sides were cleared out completely. The wound 
healed by first intention. Within a month the side that had 
not been irradiated relapsed and several glands enlarged. The 
other side that had been irradiated, in spite of the suppuration 
aud the adhesions, never relapsed. Further irradiation of these 
glands cleared them up. 


I believe that routine irradiation of the sites of 
malignant disease that has been removed would materially 
lessen the chance of recurrence. 

Many excellent results have been obtained in Graves’s 
disease, some of the cases doing remarkably well, others 
being intractable. There are at least two types of this 
disease, and it is those with a large feebly throbbing goitre, 
with proptosis and tremor and erythrism that seem to do 
the best. In ringworm, sycosis, and favas, « rays is easily 
facile princeps. 

In radiography, too, the physician finds an excellent 
field of work. ‘he chief trap he has to beware of is the 
temptation to buy every new piece of apparatus that is 





going to revolutionize radiography and its allied spheres 
of work. If the surgeon or the anaesthetist will make a 
mental picture of the new gags that have been cffered to 
him during the last ten years, he will realize a fraction 
of the number of new brakes that have been offered 
the radiographer during the last five years, at from ten 
to twenty times the cost of the gags. Each is going to 
beat all the others quite out of the field. So, too, the 
question of tubes is a constant source of anxiety to the 
radiographer. You can pay anything you like for tubes 
(on the high side), and a slight accident or misjudgement 
may consign it to the scrap-heap. A physician (failing a 
specialist in radiography) is the likeliest man to under. 
take the work. His work is much more limited in scope 
than the surgeon’s, and as the radiographer’s work is 
largely concerned in surgical diagnosis, and it is his busi- 
ness to make the diagnosis and return the patient to the 
surgeon for treatment, there is less likelihood of friction 
than if the radiographer were a rival surgeon to the one 
who sent him. 

It is remarkable how large a proportion of the radio- 
graphic work I do both at home and at the hospital is 
kidney work. I estimate that I do more kidney work 
than all other forms of radiography put together. There 
have been great improvements in radiographic work 
recently in getting more rapid exposures. The use of the 
new accelerating screen has reduced the exposures very 
much, and has shown practically no grain in the radio- 
graph; and this great reduction has enabled much more 
current to be sent through the tube, but not so much but 
that ordinary heavy anode tubes can be used, and the 
valve tubes have been so improved lately that no harm 
happens to the tube when this heavy current passes. 
Consequently, we are approaching instantaneous radio- 
graphy without needing to use the very expensive tubes 
avd costly interrupters. The more nearly they approach 
the instantaneous, the sharper the definition in chest and 
kidney work, when the breath can be held and movement 
arrested. 

There is one sphere of work for the physician that is 
full of promise. Much has been done in the past, but over 
a somewhat limited sphere, but in the larger sphere the 
results are not sufficiently developed to justify conclusions. 
I refer, of course, to antitoxin, toxin, and vaccine-therapy. 

This is work of an eminently scientific nature. It con- 
sists of the searching out of the means which Nature has 
provided, ramifying into all her secrets, and adopting her 
own methods. We have hitherto, in using galenicals and 
synthetic products, been guided by rule of thumb and pure 
empiricism. By trying every conceivable and inconceivable 
drug we could lay our hands upon, a few have been found use- 
fal and have been retained. But by studying the principles 
that underlie the vis medicatrix Naturae, work has been 
done in recent years which has shown in the large number 
of diseases that are of bacteria! or parasitical origin the 
actual processes adopted by the organism and its con- 
stituent tissues in the warfare against bacterial invasion. 
They have been carefully studied, and the very weapons 
themselves have been taken from Nature’s armoury and 
by the resources of the laboratory reinforced a thousand- 
fold, and used with greater precision and independently of 
the resisting power of the patient, which is an ever- 
changing variable. 

The antitoxin treatment of diphtheria rests on sound 
experimental evidence, backed by extensive and irre- 
futable clinical results, and there can be but little advance 
in this direction. The antitoxin of tetanus rests on the 
same sound basis, but clinical success is hindered by the 
rarity of the disease and the fact that supplies of fresh 
rerum are not always available at the earliest moment. 
Bat, except in the case of the vegetable ferments, abrin, 
ricin, etc., the other antitoxins have not proved very ser- 
viceable. Certainly pneumonia, typhoid, and _ strepto- 
coccic and staphylococcic antitoxins have not. There 
seems to be evidence that certain bacteria do not part 
with their toxins to the culture fluid, but only yield them 
when in contact with the cells of their host, when they 
readily pass out and manifest their toxic effects. ae 

In these cases it is necessary either to inject living 
bacteria in small and increasing doses into the serum- 
producing animal, and get from them an antibacterial 
serum, or to kill the bacteria and inject an emulsion of 
them into the patient. The latter is the favourite process 
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at the present moment, and has great promise of success, 
The toxins are liberated from the dead bodies of the 
bacteria and stimulate the formation of numerous receptors 
or side-chains in the cell, and some of these latter are 
thrown off into the blood stream as antitoxin, and in a 
position to seize upon and unite with and neutralize the 
toxin molecules, not only those that have been artificially 
introduced, but those that are being constantly produced 
by the invading germ. 

In many cases the diagnosis is very difficult, and in 
others the strains of what is apparently the same bacterium 
are very numerous, and though their effects may appear the 
same, the species or variety is not the same. I suppose the 
strains of streptococci and staphylococci are as numerous 
as the varieties of Rubus, and the distinction of the colours, 
“ aureus,” “ citreus,” ‘ albus,” etc., which their cultivations 
show, do not by any means represent their numbers. Anti- 
toxins of the cocci have failed partly because of their 
infinite variety. The stock antitoxin did not come from 
the same strain as the disease. So the practice of using 
polyvalent serum resulted, making antitoxins of every 
conceivable strain of coccus, mixing them together like a 
plum-pudding and throwing them at the patient, hoping 
that one at least might hit the mark; like firing a shot 
gun at a grouse, hoping some of the pellets will go home. 

But in this, as in other diseases, vaccines have proved 
more usefal than the antitoxin, but even here there is the 
difficulty in getting the right strain. There are also cases 
where a strange organism is found, or one that has been 
regarded as non-pathogenic is in a particular case found 
te be pathogenic. In fact, we must recognize the possi- 
bility, or even the probability, that natural selection is 
frequently producing new species, causing new diseases, or 
very definite modification of recognized disease. We do 
not know when any given germ attains its specificity for 
be first time—certainly not all of them in prehistoric 

imes. 

In all these cases where the stock vaccines do not appear 
to be of avail, the practice is to take some of the diseased 
organ or its secretion or contents, make pure cultures of 
the germ, and use one or more of these cultures as 
vaccines, giving back to the patient vaccines from the 
exact organism that has attacked him. This is a method 
of precision as keen as could be attained and the most 
scientific in its practice, and, a priori, most hopeful in its 
outlook. It is comparable in all its details for scientific 
spirit and method to the best work in chemical or 
physical research. 

While much of this work will lie in the hands of the 
pathologist, the final utilization will rest in the hands of 
the physician ; and it is to this line of vaccine-therapy that 
we must look as the most promising line of the future 
that will redeem the physician from the somewhat 
secondary place to which I fear public opinion has 
relegated him, as compared with his brilliant colleague 
the surgeon. 








ON FEVER CAUSED BY THE BITE OF THE 
SANDFLY (PHLEBOTOMUS PAPATASII). 
BY 


T. G. WAKELING, M.R.C.S., L.R.C.P.. 


CAIRO. 


Definition. 
& Non-FaTaL, three days’ fever, with a week’s con- 
valescence and certain sequelae, due to the bite of the 
Pilebotomus papatasii. 
Distribution, 
exist in Egypt, part of Austria, Malta, 
and it will probably be found widely 





It is known to 
and in Italy; 
‘distributed. 

Symptoms. 

These are local and gina 
. Local.—The bite is followed by intense itching and 
irritation of the part, which persists, and which is followed 
‘by the formation of a raised lump with a small watery 
head, and with a surrounding zone of inflammation. As 
flies bite at night, sleep may be prevented for some 

ours, 

General.—The illness begins with a feeling of tiredness, 
loss of appetite, malaise, headache, aching in limbs, chilli- 
ness, disinclination to do things; rigors are uncommon; 


vomiting takes place sometimes. The temperature rises 
sharply to 101° or 104° F. (less in recurrent attacks). There 
is a disordered digestion, furred tongue; constipation is 
marked, occasionally there may be diarrhoea; the hands 
and feet are hot, the pulse is bounding and increased in 
rapidity. Blood pressure is probably raised from the 
beginning. Later there is well-marked anaemia and rapid 
loss of weight. 


Special Symptoms. 

There is a tendency to inflammation of synovial and 
pleural cavities, and to neuritis and headache. The micro- 
organism is probably not got rid of easily, and months after 
an attack chill or exposure to wet may bring on another 
attack of fever, accompanied by effusion into synovial or 
pleural cavities, or neuritis. 


Blood Examination, 
I have failed to find any organism. 


Residence. 
Newcomers are more affected by the bite of these 
insects, both immediately and more remotely, than those 
who have been in the country for years. 


History. 

For many years these symptoms had been noted, but 
were variously attributed to other causes and described 
under the name of dengue, influenza, malaria, and Egyptian 
fever, but upon careful observation the above diseases will 
be found to have different clinical symptoms, the nearest 
being influenza. There is, however, usually the definite 
history of the bites, and an absence of catarrh of the air 
passages. lt differs from malaria in that there are no 
definite stages of the rigor, and no parasites to be found 
in the blood. NDS 

In dengue fever the severe rheumatic pains in joints, 
boneg, and muscles, with injection of the eyes and slow, 
tedious convalescence, help the diagnosis. 


Influence of Season. 

The fever is prevalent during the hottest and driest part 
of the year, from April to November, when the flies are 
most prevalent. 

Etiology. 
Bite of the sandfly, Phlebotomus papatasit. 


Incubation Period. , 
About four days. Three days’ fever in cattle is well 
known in Egypt; and it is possible that the disease 
may be conveyed from them to human beings, as the flies 
are found in large numbers in the vicinity of dwellings 
and stables. 
Habitat. 


I could not find the larvae, but they will probably be 
found in latrines, human and other excrement, which 
is cast so freely round villages. From the nature of the 
fly it is manifest that, wherever the larvae may be 
found, the eggs rust be laid in moist material, and 
the breeding time of the fly is during the hot, dry 
months of the year, beginning in April. For some 
years past it has been noticed that rooms nearest to the 
rough latrines of the Arab servants were the ones most 
infested. Last summer there were a large number of 
native workmen engaged in altering a premises. No 
Jatrines were provided; they used the desert, and sand- 
flies swarmed. The banks of the Suez Canal, alongside of 
which the sweetwater canal runs, are favourite haunts 
of the sandfly. 

Description of the Fly. - 

It is said to be called by the natives ‘“ akhl-uskut, 
silent eater. This is hardly true, as the fly makes a high- 
pitched noise similar to that of the Culew mosquito, only 
much higher pitched. The fly is light brown in colour, so 
small that it can pass through the meshes of a mosquito 
curtain. The wings are held up away from the body, and 
are covered with hairs. The head is joined to the body 
bya narrowneck. The eyes are very large and prominent. 
The proboscis is about twice the length of the head, and 
contains a fine stiletto. The antennae are three times the 
length of the proboscis, and are covered with hair. The 
body of the fly is of the same colour—light brown—and 
hairy. The thorax gives the impression of humpback. 
The abdomen is narrow, but when the fly is fed it becomes 
very prominent and darker in colour from the ingested 





1116 ne es | 


MULTIPLE RENAL CALCULI. 





[Ocr. 15. 1910, 








blood. The genital organs show an extraordinary differ- 
ence between male and female; the male being provided 
with large and powerful clasping apparatus. The legs of 
the fly are long, hairy, and provided with a terminal hook, 
which enable it to hold on and obtain purchase for 
driving in its proboscis. The proboscis of the male is 
somewhat shorter than that of the female. The fly rons 
quickly, and is possessed of much intelligence in hiding 
or endeavouring to escape. The female phlebotomus bites. 
It is not certain at present whether the male does or not. 
The flies are usually to be found in pairs. 


Preventive Treatment. 

Human and other excrement should be destroyed or 
buried. Latrines should be sprayed with paraffin twice in 
a week. Although the fever does not tend to a fatal ter- 
mination, the sequelae may be troublesome or even serious, 
and there is no doubt that it incapacitates a considerable 
percentage of the population. 

The clinical observations have been made upon a number 
of cases, and confirmed by observations upon myself. I 
have a peculiar attraction for these flies. Last year, after 
a sea voyage, and when in the best of health, after care- 
fully excluding the possibility of bites from other insects, 
I was bitten by six of these flies. Within forty-eight hours 
symptoms set in and followed the usual course. 


I much regret that, owing to an accident, my experi- 
ments in breeding the flies were brought to a premature 
close. I hope, however, to continue them shortly. 

I append a description of the fly, kindly sent to me 
by Mr. Newstead, of the Liverpool School of Tropica 
Medicine. 


The members of the genus Phlebotomus may be recognized 
by the following characteristics: Small hairy fiies; thora, 
humped, wings long and narrow with ten veins, all of which, 
including the costal vein and hind margin, are clothed with 
long hairs. There are no cross veiDs as in mosquitos or other 
allied flies, and the veins are never clothed with scales. Legs 
long and slender. Antennae setose of fifteen segments in male. 
Palpi of four segments. Proboscis twice the length of the head 
consists of mandibles, maxilla, labrum, labium, and hypo 
pharynx. The buccal organs of the male are shorter than 
those of the female; the colour is a light brown with hardly 
apy variation. 


I much regret that I have been unable to read the 
recent publications of Drs. K. Franz and Taussig on this 
subject. 


Treatment. 
This is symptomatic, there being no specific. When the 
digestion improves, iron and arsenic are useful to combat 
the resultant anaemia. 








SKIAGRAMS OF MULTIPLE RENAL CALCULI 
AND OF FRACTURES DUE TO 
MUSCULAR VIOLENCE. 

BY 
OWEN L. RHYS, M.D, 


MEDICAL OFFICER, ELECTRICAL DEPARTMENT, CARDIFF INFIRMARY. 





THe two skiagrams illustrated were obtained with 
exposures of two minutes, no compression being used, 
and the breathing being natural. The print showing tha 
renal calculi is of 
special interest to 
radiographers, inas- 
much as the small 
calculi were so 
clearly defined, in 
spite of the move- 
ments of the dia- 
phragm, that 27 of 
the 28 stones found 
at the operation 
could be counted 
on the plate. In 
this, and in many 
other cases, an exact 
outline of calculi 
has been obtained 
by exposures of 
about two minutes, 
and though in some 
subjects the kidney 
was abnormally 
well fixed, in others 
where the condition 
was not of long 
standing there was 
practically no move- 
ment of the kidney. 


CasE I. 
- This skiagram is 
of the kidney re- 
gions of a middle- 
aged collier, who 
was under the care 
of Mr. William Sheen at Cardiff Infirmary. In the right 
kidney Mr. Sheen found the large calculus seen in the 
print and twenty-eight small faceted stones. The 


CASE 1.—Two-minute exposure. 


large calculus weighed 123} grams, and measured 7 cm. | 


in its longest and 5.4 cm. in its shortest diameter; it had 
an almost smooth surface. In the left kidney there was 
a single stone, about as large as a pigeon’s egg. All were 
phosphatic deposits 





o-m Print shows—Right kidney: One large calculus, 
weighing 1233 grams, and 28 small ones. 


The print does not show another interesting appearance 
which is easily seen on the plate, and which is also seen 
in the skiagram of Case. This is an apparent separation 
of half of the right transverse process of the first dorsa) 
vertebra. This man had had no injury to the back. 


CasE IL 

This man was a collier, aged 32, who strained his back 
five years ago. The strain was caused by.his lifting a 
tram of coal off his mate, who had fallen below it. He 
lifted this weight with his hands behind him underneath 
the tram, and his 
back against _ its 
side, and remained 
for some time sup- 
porting the weight 
until belp arrived. 
He walked home,. 
and worked for some 
days afterwards, 
but ever since has 
complained of pain 
in the left loin, an@ 
has not been able 
to do very heavy 
work. I took a 
skiagram of his Jeft 
loin some months 
ago, when renal cal- 
culus was suspected, 
but did not notice 
any abnormality. 
He lately came tc 
the out-patient de- 
partment under Dr. 
Herbert Cook, and 
was again radio- 
graphed for stone. 
This plate showe@ 
both kidney regions. 
clear, but several 
fractures of the 
right transverse 
processes of the 
lumbar vertebrae. 
The second, third, 
and fourth are separated from their bases and lying 
far below, and external to their normal position, though 
at the usual distance from each other. The tips of 
the processes remain blunt, while the inner ends of 
the separated part are thinned, or appear so in the 
plate. The tip of the fifth right transverse process has. 
also been separated, but not displaced. 

This man had received no blow, so that the fractures are 


Left kidney: One calculus. 
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apparently due to excessive action of the psoas magnus 
and quadratus lumborum muscles. 

I have not heard of a similar case, nor can I find an 
explanation of the fact that all the pain complained of is 


— 
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CASE 11.—Two-minute exposure. Shows fracture of right trans- 
verse processes of second, third, tourth. and fifth lumbar vertebrae 
due to muscular violence. 


-on the left side. This latter fact partly explains why the 
fractures were not noticed previously, as the plate taken 
some months ago shows the condition very faintly, but the 
Opposite side was the more minutely examined. 


SEVENTY-EIGHTH ANNUAL MEETING 


OF THE 


British Medical Association. 
Geld in London on July 22nd, 23rd, 25th, 26th, 27th, 
28th, and 29th. 


PROCEEDINGS OF SECTIONS. 


SECTION OF DISEASES OF 
CHILDREN. 


ARCHIRALD E. Garrop, M.D, F.RS., President. 


PRESIDENT’S INTRODUCTORY REMARKS. 


‘Dr. Garrop initiated the proceedings by a few observa. 
‘tions on the peculiar interest and importance of a study 
‘of the phenomena of disease in children; he then drew 
attention to the subjects which had been selected for special 
discussion, and declared the session open. 








DISCUSSION 
ON THE DIAGNOSIS AND TREATMENT OF 
NON-TUBERCULOUS JOINT DISEASES 
IN CHILDREN. 


OPENING PAPERS. 
I—J. A. Courts, M.B.Cantab., F.R.C.P. 
Tue diseases of the joints in children are the same as 
those occurring in adults, however much they may differ 
in the younger subjects in frequency of incidence, severity, 
and consequences. Their very number, then, must pro- 
hibit me from dealing with any single one at any length, 
and the utmost in my power is to select some of the more 








salient points of the more important ones that may suggest 
themselves as suitable for discussion. 

Amongst the joint complaints of children those due to 
rheumatism hold the foremost place. They are the first 
in importance, not from any local severity of their own, 
but from their numerical frequency and their association 
with serious heart lesions. There are few other joint 
diseases in children, too, that are not apt to be mis- 
taken for rheumatism in some of their phases, and 
differentiation from the last plays an important part in the 
diagnosis of most. 

The mildness of the rheumatic joint affections often leads 
to their being neglected or missed by parents and nurses, 
and it is a common experience that in many a case of 
serious cardiac mischief it is only close inquiry that calls 
up the memory of growing pains, slight limping, or some 
such history in the past. Although never excessive in 
young children, the severity of the joint affections varies 
between narrow limits, and I would state that, in my 
opinion, in the younger subjects the frequency of heart 
complications is in some degree proportional to the extent 
and severity of the arthritis. {n children under the age 
of 7, for example, where the rheumatism is so definite as 
to cause obvious joint swelling, it is exceptional, in my 
experience, for the heart to escape. In older children, 
and especially towards the age of puberty, the joint 
lesions take on the more severe and painful form of the 
adult type of the complaint. 

The mildness of the joint symptoms in average cases 
has led, I believe, to an under-estimation of their frequency, 
even on the part of members of the profession. Not in- 
frequently one hears of cases of rheumatism in children 
where endocarditis or pericarditis is described as the 
primary and sole manifestation of the disease, as the 
disease in fact, and where it is confidently assumed and 
asserted that no joint symptoms had at any time existed. 
I would only state that in my experience cases of un- 
equivocal rheumatism are extremely rare where adequate 
inquiry does not reveal a history of some degree of joint 
pain, however slight and evanescent the last may have 
been. Even in cases starting with such a painful affection 
as acute tonsillitis the joint pains are ordinarily present, 
although they may be obscured by those of the more 
prominent disorder. Slight and evanescent, then, as they 
often are, and never leading to any local changes of any 
moment, the joint symptoms are of high importance from 
their being invariably present, and from their being 
usually the first to call attention to a disorder with such 
disastrous consequences as rheumatism in childhood. 

In many textbooks rheumatism in children is classified 
as acute, subacute, and chronic. Such classification must 
surely be mainly based on the nature of the joint involve- 
ment, if it be based on anything at all. Now rheumatism 
in the child is singularly uniform in its manifestations, 
there being but little variation in one case from another as 
regards the severity of the joint troubles, the suddenness 
of onset, or the degree of pyrexia. This being so, _ 
division into acute and subacute is to me unnecessary an 
uncalled for. Even rheumatic fever is a misnomer when 
applied to rheumatism as ordinarily portrayed in children, 
in whom attacks presenting the symptoms of the adult 
type of the complaint are of exceptional rarity. Still less 
justification can I find for the use of the term “chronic” as 
applying to rheumatism in children. The joint symptoms 
rapidly and completely disappear under appropriate treat- 
ment, and any remaining effect, such as even a slight 
temporary stiffness, is wholly exceptional. Children, too, 
are free from the vague and annoying nerve-muscular 
pains, so common in their elders, which are frequently, 
for no adequate reason, diagnosed as chronic rheumatism. 
Any chronic joint affection in the child is, I would say, 
certainly not rheumatic, and where any joint trouble per- 
sists, after say three days’ treatment with salicylate of 
sodium, I would be induced to reconsider the diagnosis. 

In the treatment I have found the moderate doses of 
salicylate of sodium ordinarily employed so entirely 
efficacious that I have never found occasion to use the 
massive ones advocated by Dr. Lees.! With him I quite 
agree that the drug does more than merely relieve pain 
and lower temperature, but is in some sense a specific 
in rheumatism, and I further agree with him that its 
depressing effects have been exaggerated. But these 
large doses are apt to cause alarming symptoms akin to 





mr8 ee Daas 


EDICAL JOURNAL 


SECTION OF DISEASES OF CHILDREN. 


[OoT. 15, 1910, 











those of the so-called “air hunger” associated with 
diabetes, and where these can be prevented by the simul- 
taneous employment of still larger doses of sodium 
bicarbonate, other undesicable complications may arise 
from the presence of a mere constipation, the last a con- 
tingency difficult of avoidance in every care. So far as 
the joint troubles are concerned, these large doses are, in 
my opinion, neither necessary nor desirable. Still, if 
evidence should be forthcoming that the heart complica- 
tions are in any way lessened, either in frequency or 
severity, by their employment, I would not hesitate to 
use them. 

In the year 1883 Dr. (now Sir Thomas) Barlow? called 
attention to an affection of the joints occasionally occurring 
in anterior poliomyelitis, which is prone to be mistaken 
for rheumatism. The affection is an interesting one which 
up to the present has received but little notice at the 
hands of writers on children’s diseases. More than one 
form of joint disorder occurs with anterior polio- 
myelitis. The special one referred to here is an acute 
swelling, restricted ordinarily to a single joint in a 
paralysed limb. The onset of the joint swelling is 
generally synchronous with tbat of the paralysis itself, 
but may come on after the latter has lasted for several 
weeks. It usually attains considerable dimensions, is not 
attended by any local heat or redness, and persists for 
weeks or even months. The contrast then presented 
between the distended joint and the wasted limb is a 
striking one. 

In the year 1885 I wrote a paper in the Medical Times 
ina Gazette, with an account of three cases, and suggested 
@ connexion between such joint affections and what is 
known as Charcot’s disease. In each of my cases the 
paralysis came on suddenly without any disturbance of 
the general health, and was restricted to the muscles of 
one leg belowthe knee. In each, too, the ankle on the 
paralysed side was the sole site of the special arthropathy 
allujed to. From the character of the paralysis and its 
onset without any disturbance of the general health there 
is justification for the belief that in such cases the lesion 
in the cord is a strictly limited one, and confined to the 
cells in the anterior cornua. Now, Charcot’s joint disease 
is 80 much more frequently seen with locomotor ataxia 
than with any other complaint that with many tabetic 
arthropathy has come to be synonymous with it. But 
Charcot‘ by no means confined the joint affection to 
tabes, but described it as occurring in syringomyelia, 
transverse myelitis, tumours of the cord, and other com- 
plaints. The essential for its production, according to him, 
was the involvement of the anterior cornua, by extension 
to this region of le:ions arising in other tracts of the cord. 
The occurrence of these arthropathies in cases of anterior 
poliomyelitis, where the cord lesion is confined to the 
anterior cornua, would seem to me an interesting confirma- 
tion of the correctness of Charcot’s views. 

The distinction between such joint affections and 
rheumatism is obvious. The infantile ege of most 
of the patients, the Jimitation of the swelling to a 
single joint in a paralysed limb, its dimensions and 
persistence, should be sufficient to negative a diagnosis 
of the last complaint. 

Joint affections may occur in infantile palsy where the 
cord lesions are much more widely distributed than in 
the last- mentioned cases, and where the onset is attended 
by pyrexia and severe constitutional disturbance. A few 
= back an infant, aged 15 months, was admitted into 

ospital under my care. There had been high fever for 
about a week, and the child was evidently extremely ill. 
One or two of the larger joints were distinctly swollen, 
and a provisional diagnosis of rheumatism had been 
arrived at in the out-patient department. The age of the 
patient and other considerations did noi commend this 
diagnosis to me. In discussing the possibilities of the 
case, with some hesitation I put forward the suggestion 
that it might be one of anterior poliomyelitis. The infant 
died two days later, and extensive changes, conclusive of 
that disease, were found in the spinal cord. In one or 
two other instances I have known the joint disorders in 
the early stages of anterior poliomyelitis to be mistaken 
for those of rheumatism. In the rare event of anterior 
poliomyelitis occurring in children above the age of 
puberty, or in young adults, indeed, a diagnosis of 
rheumatism is ucually the first arrived at. 





Another form of joint disorder associated with anterior 
poliomyelitis may be mentioned. Some years back a 
brother and sister, aged 8 and 6 years respectively, whilst 
on holiday at Margate, were seized with sudden illness, 
attended with high fever, within a few days of one another. 
After some weeks they recovered sufficiently to allow of 
their being removed to London and admitted to hospital. 
There it was found that each was extensively paralysed, 
and, as is not unusual in severe cases, the symptoms were 
almost as much suggestive of peripheral nearitis as of a. 
purely cord affection. Amongst other paralysed parts was 
the right arm in the one child, and the left arm in the 
other. During their stay in hospital both brother and 
sister had more than one attack of severe pain down the 
course of the nerves in the paralysed arm, accompanied by 
pyrexia and distinct swelling of the phalangeal and meta- 
carpo-phalangeal joints of the corresponding hand. The: 
fever and joint swellings lasted for about a week, and were 
uninfluenced by salicylate of sodium, the heart sounds. 
remaining clear and unaffected. Similar attacks occurred 
in an older boy, with extensive anterior poliomyelitis, 
under the care of a colleague, some few years earlier, and 
where, in addition to the small joints of the band, the 
wrist in the paralysed arm was swollen as well. That 
these attacks were not rheumatic, but due in some way to 
the nervous disorder these children were the victims of, is.. 
I think, sufficiently evident. 

Joint affections occurring in purpura, infantile scurvy, 
and haemophilia are alike in that they are due to effusion 
of blood. Many varieties of purpura are described, but the 
distinguishing marks between them are often, in my 
opinion, somewhat fanciful and uncalled for. I will take, 
then, ‘purpura haemorrhagica” in its widest sense as 
denoting any complaint in which the haemorrhagic skin 
affection is liable to be associated with visceral haemor- 
rhage. Involvement of the joints in any such form of 
purpura is so exceptional that its occurrence has been 
doubted by authorities. Jn one case that I have published,’ 
however, the joint affection was primary and the first to 
call attention to the complaint. 

A boy, aged 9 years, was admitted into hospital with sym- 
metrical swellings of both elbows and knees. In the out-patient 
department no diagnosis was made, but it was suggested that 
the case might be one of some form of epiphysitis. Careful 
examination in a good light in the ward revealed what looked 
like fading bruises in the front of each elbow, and a needle in- 
serted into one of the joints drew off pure blood. Whether the 
blood clotted or not after withdrawal was, unfortunately, not 
ascertained. The boy was placed on calcium lactate, but, in 
spite of this, in the course of a week developed a profuse pur- 
puric rash over the body, along with severe abdominal pain 
accompanied by haematemesis, melaena, and haematuria. At 
the same time a huge haematoma formed over the entire scalp 
which thrust the ears forward. He was then given a dose of 
polyvalent antistreptococcic serum by the rectum, with the 
result that he was speedily well, although a second dose 0% 
serum was given as a precautionary measure. 


The diagnosis of any joint affections in such cases is 
dependent upon the recognition of the underlying purpuric 
condition. ‘Che treatment, of course, is that of the asso- 
ciated purpura haemorrhagica; but here a difficulty may 
arise from the fact that cases presenting the same out- 
ward symptoms may own a totally different etiology. In 
half a dozen severe cases I obtained excellent results from 
polyvalent antistreptococcic serum, a line of treatment for 
which the profession are indebted to Drs. Soltau Fenwick 
and Porter Parkinson. Whilst the value of this treat- 
ment in certain cases is undeniable, it is claimed that 
the choice of serum is immaterial, and that equally good 
results can be obtained from normal or diphtheritic serum 
as by any other. This is contrary to my experience. 
During the past year I had two children in hospital at 
the same time with moderately severe purpura haemor- 
rhagica, both having skin eruption and visceral haemor- 
rbages. Each was freely dosed with normal serum on 
several occasions, and calcium lactate with appropriate 
intermissions, turpentine, adrenalin, and saline purgatives 
given a trial to, with the result that at the end of four 
weeks each child was still in bed and unimproved. Then 
antistreptococcic instead of normal serum was given, and: 
at the end of another week both children were out of 
hospital. The difficulty at the present moment is to dis- 
criminate between the cases that will benefit by the serum. 
and those that will not. And here I would suggest a: 
matter for discussion. There can be no doubt that in the 
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uture further advances in serum treatment will play 
a large and increasing part in treatment, not only in 


diseases of the joints, bat in many other complaints in 


children. The mode of administration of the serums, 
then, is not a matter of unimportance, and on this there 
is a wide difference of opinion. Personally, I think they 


are equally as efficacious given by the mouth as by any 


other route, whilst many regard them as valueless unless 
administered subcutaneously. It would be of interest, 
then, to have the experience of those present on this 
point. 

ae eminent authority, Sir Thomas Barlow, in his 
Bradshaw Lecture,’ stated, if my memory does not mis- 
lead me, that haemorrhages into the joints were unknown 
in infantile scurvy. My experience would lead me to the 
conclusion that, whilst they are rare, they do occasionally 
eecur. In an infant, seen in consultation some years back, 
the right lower femoral epiphysis was detached; and, 
whilst the corresponding epiphysis on the left side was 
apparently intact, the left knee was distended, pre- 
sumably with blood. In another severe case, which 
died a few hours after admission to the hospital, 
where both upper and lower epiphyses of both 
femora were found detached, some blood was dis- 
covered post mortem in the right knee-joint. Dr. Still,® 
too, has recently met with a case where blood was 
discovered in a knee-joint post mortem. In a complaint 
where haemorrhages between the epiphyses and shafts of 
the bones are so frequent a feature, it is matter for surprise, 
not that the joints should occasionally be involved, but 
that they should so almost constantly escape. The 
treatment is naturally that ordinarily pursued in cases of 
scurvy. In addition, where there is any epiphysial 
detachment, or likelihood of any occurring and the pain is 
severe, I sometimes advise splints to be applied to the 
affected limbs under anaesthesia. Any slight risk from 
the anaesthetic is more than counterbalanced by the 
lessened pain and the greater surety of a freedom from 
permanent limb deformity gained by the infant. 

My experience of haemophilic arthritis is limited to a 
single case where considerable distension of a knee 
occurred as the result of a slight accident. The effasion 
was satisfactorily absorbed, leaving the joint intact. 
Repeated haemorrhages into the joints, however, may 
Jead to weakness of the ligaments, thickening of the 
synovial membrane, changes in the cartilages, which may 
become thickened, rough, and fibrous, along with nodula- 
tion of the bones and crippling. One or more joints may 
be affected, and I can well understand such cases being 
mistaken for osteo-arthritis, and that a correct diagnosis 
may only be arrived at by the discovery of the haemophilic 
condition. Treatment in severe cases is reputedly unsatis- 
factory. It is summed up in the forced immobility of the 
affected joint or joints, along with the application of 
icebags and the administration of such drugs as calcium 
lactate. 

Into the question of the identity of the different forms 
of chronic joint disease in children, described under the 
name of “rheumatoid arthritis,” I do not propose to enter. 
I would merely state my conviction that two at least of 
the forms included under such designation are distinct 
and separate complaints. The form ordinarily described 
as osteo-arthritis, or chronic polyarthritis, resembling 
that seen in adults, is fortunately exceedingly rare in 
children. It is more common in girls, is unknown 
under the age of 10 years, and mostly commences 
about that of puberty. It usually begins insidiously 
with pain and stiffness in the small joints of 
the hands, but sconer or later the larger joints 
become involved. In other cases the complaint begins 
with fever, along with pain and swelling of the 
joints, which may closely simulate rheumatism. Such 
febrile attacks subside and recur, but each one adds its 
share of damage to the affected joints. In whichever 
way it commences, the ultimate results are the same in 
the course of time. The joints become deformed, creaking 
is felt on movement, and permanent ankylosis takes place. 
In addition, the cartilages disappear, osteophytic growths 
form at the ends of the bones, and there is atrophy of the 
muscles acting on the joints. In well-established cases 
the diagnosis is clear. In the early stages of those com- 
mencing with pyrexia the differentiation from rheuma- 
tism may be difficult, and it is only the persistence of 





fever and joint swelling, in spite of salicylate of sodium, 
that the latter complaint is negatived. Treatment is 
generally unavailing. Goodhart,? however, has know- 
ledge of a case where recovery took place under large 
doses of iron. That drug, with or without the addition of 
arsenic, should be given a trial, and the chronic mal- 
nutrition, which is a marked feature of the complaint, 
might be benefited by a course of cod-liver oil, especially 
during the winter months. For local measures to the 
joints, some form of dry heat is the most useful. In 
addition, Bier’s treatment and massage may prove 
beneficial. 

There is no doubt in my mind that the joint affection first 
described by Dr. Still,'° and called generally by his name, 
is a complaint sui generis and totally distinct from any 
form of osteoarthritis. It is much more common than is 
generally supposed, and during the past year I have had 
three cases in hospital under my care. Glandular en- 
largement, more or less extensive, is a constant accompani- 
ment of it, and there may be enlargement of the spleen as 
well. The glandular enlargement at first shows a special 
proclivity for the epitrochlear glands and those in the 
axilla and the posterior triangle of the neck. Afterwards 
there may be general glandular enlargement, the glands in 
the interior of the body being involved as well as the 
external ones. The complaint usually commences before 
second dentition, and in one case mentioned by Goodhart 
and Still it was recognized as early as the age of 15 
months. In a boy still under my care the initial 
symptoms were first noticed at the age of 8 years, and it 
was not till six months later that unmistakable signs of the 
complaint were recognized. The joint lesions are probably 
painless in most instances, so that they have progressed to 
a considerable degree before coming under notice. In the 
boy just referred to, however, I had an opportunity of 
observing some of the earlier phases cf the disease. He 
was admitted into hospital with some slight puffiness over 
the dorsum of each wrist and what seemed some swelling 
of the metacarpo-phalangeal joints, and I learnt that a 
request had come from Dr. Clive Riviere that my atten- 
tion should be called to these points. As the boy, how- 
ever, had some pyrexia, and the knees and some other 
joints were swollen and painful, I came to the conclusion 
that the case was an ordinary one of rheumatism—an 
opinion in which I was confirmed by the apparent 
ready yielding of the symptoms to sodium salicylate. 
The bey after discharge came up from time to 
time to report himself, when my attention was mainly 
directed to the condition of his heart. It was only after 
he had left the hospital about three months that his pro- 
found anaemia led to his being stripped and thoroughly 
examined, when he was found to be the subject of un- 
doubted Still’s disease, although still in an early condi- 
tion. That all, or even most, cases have symptoms at 
any time resembling rheumatism is improbable from 
the histories, but the case seems worthy of mention 
when our knowledge of the earlier manifestations 
of the complaint is still defective. One other point 
I may mention. Most of the textbooks refer to effu- 
sion of fluid into the joints as a feature of the disease, 
but whether this is so in the later stages is open 
to question. To test this, and with a view to possible 
further bacteriological examination, an exploring needle 
was twice used on the right knee of a little girl at 
present in hospital with the complaint, and with nega- 
tive results as regards fluid on each occasion. The same 
needle used on the upper part of the swelling surrounding 
the joint allowed of the withdrawal, without any difficulty, 
of a syringeful of chocolate-coloured, grumous-looking 
blood, which proved sterile. 

The essential characteristic of the disease is a chronic 
degenerative change occurring in the synovial membranes 
and the adjacent soft tissues within and surrounding the 
joints, the bones being unaffected. This leads to fusiform, 
pulpy, very obvious swellings surrounding the joints, and 
ultimately, possibly, to dislocation or disabling flexion in 
some of the larger ones. 

To any one who has seen a case the diagnosis is easy. 
The symmetrical fusiform soft swellings surrounding the 
joints, both smaller and par along with the marked 
glandular enlargement, and possibly that of the spleen, are 
features unobservable in any other complaint. Other 
symptoms are a profound anaemia, local sweating over the 
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large joints, patchy discoloration of the skin most marked 
in the neighbourhood of the joints and over the dorsum of 
the hands, and in advanced stages, most often perhaps 
with splenic enlargement, a persistent pyrexia of the 
intermittent type. 

Treatment at present is unsatisfactory and inefficacious. 
The measures suggested in rheumatoid arthritis would 
seem those most likely to afford relief. The symptoms 
and course of the disease suggest its origin in some chronic 
infective process, the discovery of the source of which may 
lead to improvement in treatment. 

In diseases of microbic origin the greater relative fre- 
quency of joint involvement in children is readily 
accounted for by the epiphysial conditions obtaining in 
childhood affording extra sites for the invasion of micro- 
organisms or their products. The same reason, too, is 
accountable for the more frequent greater severity of such 
joint troubles in the younger subjects. In tuberculous 
joint diseases it has been established that cases starting in 
the epiphyses are of greater gravity than those com- 
mencing in the synovial membranes, and I believe the 
same rule can be proved to hold good in other infectious 
disorders besides tuberculosis. 

Syphilitic epiphysitis in infants seldom leads to notice- 
able synovitis. In one case I met with it was associated 
with suppuration of the elbow joint, for which the arm 
was amputated, with fatal results. Similar cases, where 
more than one joint was affected, have been published by 
Lees and others. In one recorded by Carrington and Lane 
there was multiple suppurative synovitis, with an absence 
of epiphysitis. The painless multiple synovitis of older 
children with inherited syphilis is easily recognized. It 
occurs from the ages of 8 to 15 years, and is always 
symmetrical, though not necessarily so at the outset. 
The diagnosis presents no difficulty, and is confirmed 
in a majority of cases by a concomitant interstitial 
keratitis or the presence of Hutchinsonian teeth. Other 
forms of syphilitic joint disease common to both 
the‘ acquired and inherited varieties of the com- 
plaint have been called attention to mainly by Mr. 
Betham Robinson.!' They may commence in the bone 
ends with secondary involvement of the joints, the 
last being shown by effusion only, or with gummatous 
infiltration as well. In other cases the lesion is limited to 
the synovial membrane, either as discrete gummata or 
more or less extensive infiltration. Cases where the bones 
are involved are the most common in children. Mr. 
Robinson rightly calls attention to the difficulty there may 
be in distinguishing such cases from tuberculous disease, 
and of the necessity of a careful inquiry into the past and 
family histories before definitely deciding as to their nature. 
Assistance may, perhaps, be got from a von Pirquet’s skin 
test, especially in cases with a negative result in older 
children. If any doubt exists a trial should be made of a 
course of mercury and iodide before resorting to other 
measures. 

Up to the end of the first five years of life purulent 
arthritis is commonly pneumococcal.? The pneumo- 
coccus is the organism responsible for most cases of acute 
suppurative arthritis in infants in this country, but in 
America Holt!*® finds the gonococcus the most frequent 
cause and the pneumococcus a very rare one. Such cases 
naturally come within the province of the surgeon, and I 
leave it to Mr. Corner, as the more competent person, 
to deal with them. 

Pneumococcal arthritis in medical practice occurs under 
several widely different aspects. It may, on the one hand, 
be the most acute and virulent form of joint disease the 
physician meets with, and on the other be so persistently 
chronic that the pneumococcus has been recognized as 
the offending organism in cases of osteo-arthritis. Between 
these extremes there are cases of all grades of severity. 
In children dying in the early stages of croupous pneu- 
monia I have on several occasions known post-mortem 
examination reveal pus in one or more joints, along with 
empyema and purulent pericarditis. As showing the 
virulence of the arthritic implication, in one case the 
upper epiphysis of the humerus was found post mortem to 
be detached and so excavated by necrosis that little more 
than a shell of its substance was left. That the joint 


lesions are usually missed during life in such cases of 
acute pneumococcal septicaemia is not surprising, for the 
children are ordinarily so desperately ill from the start 








that adequate examination is neither possible nor admis- 
sible. In less severe cases purulent arthritis appears. 
later, usually towards the end of the second week after 
the onset of the pneumonia, and then ordinarily presents. 
no difficulty in the way of recognition. In one infant 
admitted for pneumonia under my care both a shoulder 
and hip joint were opened and drained, and the child 
recovered with the joints apparently intact. A similar 
fortunate result occurred in an elder child, where a knee 
joint was the one involved. But arthritis indicates a 
severe infection, and the majority of such patients die. 

Very rarely a pneumococcal arthritis has occurred many 
weeks after a pneumonia has subsided, and here the joint: 
affection has been so little acute that it has been taken 
for tuberculous. Pneumococcal arthritis usually takes 
a similar subacute form when it arises in connexion with 
a focus of some longer standing, such as an empyema 
or pneumococcal otitis media. The same rule applies, 
I believe, to other lesions besides those of the joints. 
arising from such foci, and in 13 cases in which I have. 
been mainly responsible for the pericardium being opened. 
12 of them associated with empyema, in most of them: 
I was able to watch the gradual development of the peri- 
cardial symptoms for several weeks before I felt justified 
in advising operation. On two occasions I have known 
a pneumococcal peritonitis operated on under a mistaken 
diagnosis of tuberculosis, the focus in both being, probably, 
an unobtrusive otitis media;!‘ and Annand and Bowen," 
in their able and exhaustive paper, suggest that such 
a mistake has not been very uncommon. 

The diagnosis of pneumococcal arthritis is obvious wher 
if occurs in connexion with pneumonia or empyema. In 
other cases it may only be made on an examination of the 
pus. Dudgeon’ and Branson, however, have pointed out 
several characteristics of pneumococcal arthritis that may 
aid a diagnosis—such as that the constitutional symptoms: 
are less than might be expected from the local ones, that: 
there is an absence of circumarticular inflammation, and 
that the patients are of that peculiar pallor so often seen 
with empyema. According to them, too, a thin character 
of the pus is of ominous significance. The treatment is 
entirely surgical. 

At this stage my remarks on the joint affections of the 
acute specific fevers must be of the briefest. Joint affec- 
tions of various kinds may occur during the course of each 
one of them, and a suppurative arthritis has been known 
many months after influenza, and, in the case of enteric 
fever, even years after recovery from that complaint. But 
it is with scarlet fever that joint affections are the most: 
frequent, and where ti. most uncertainty exists regarding. 
them. To that complaint, then, I will restrict myself. 
Suppurative arthritis may occur quite early in the disease, 
and such cases are generally, but not necessarily, fatal. 
Such cases are undoubtedly pyaemic, and generally asso- 
ciated with grave destructive lesions of the palate and 
fauces. But the commonest joint affection is that which was 
formerly, rightly or wrongly, known as scarlatinal rheum- 
atism. According to Caiger,” ‘ it usually affects adults and 
older children, especially females. Its time of onset is 
remarkably constant, namely, the fifth, sixth, or seventh 
day of attack, just when the temperature is falling to 
normal. The arm is more often affected than the leg, the 
smaller joints than the large, and the wrists and meta- 
carpal joints most of all; the heart and pericardium are 
very rarely affected, and recovery is rapid.” In an analysis 
of more than 30,000 cases, he found this form of arthritis 
present in 3.75 per cent. In 2,840 cases in children Ashby* 
found it in 35 per cent.—a wonderfully close agreement 
with Caiger’s figures. Caiger, apparently, does not regard 
this arthritis as rheumatic, and there are several points in 
his description that do not tally with my experience of 
that complaint. Ashby, moreover, only judged 14 out of 
the 103 cases of synovitis he observed to be really rheum- 
atic, and taking his total number of cases this would mean 
that only 1 out of 200 cases of scarlet fever was complicated 
with rheumatism—a percentage that mere coincidence 
would account for. In a recent excellent paper by Dr. 
Graham Crookshank,!* he strongly combats the idea that 
scarlatinal rheumatism is diverse from acute rheumatism, 
or rheumatic fever, and attributes the first to a mixed in- 
fection with the two organisms of scarlet fever and rheum- 
atism. He quotes with approval a paper by Dr. Poynton in 
which the notion is supported that scarlatinal rheumatism 
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ig as damaging as other forms of acute rheumatism. In 
this direct conflict of opinion the question of the nature 
of this scarlatinal arthritis would seem to me an interesting 
one for discussion. 

With recard to treatment, all suppurating joints should 
at once be opened and an appropriate serum freely 
administered. For the slighter and more usual form of 
wthiritis sodium salicylate will be given or not, accord- 
ing to the views held as to its rheumatic character. Dr. 
Crookshank is a strong advocate for the administration of 
the drug in all cases of scarlet fever, and claims that it 
not only abolishes scarlatinal rheumatism, but. has a 
favourzbie influence over the primary complaint. 
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Tue distinction between the diseases of joints which come 
within the provinces of the physician and the surgeon is 
very indistinct. Apart from operation, the surgeon uses 


She same or similar methods to those which the physician 


employs. Hence in assisting to open this discussion. 
desiting strictly to keep within my province, I intend 
so speak of the joints which demand operation. 

The subject may be approached in at least two ways: 
dealing with the rarer conditions, such as haemophilic 
joints, pneumococcic joints, etc., or with the more common 
septic diseases of joint. The former are the more infce- 
quent and fascinating; the latter are the more frequent 
and plebeian. As practical men we are more interested 
in bsef, mutton, and bacon than in venison, sturgeon, and 
crab, Therefore I would present to you the “ beef, mutton, 
and bacon” of the surgical part of this discussion rather 
than attempt to charm you with the infrequent delicacies. 

With regard to the diseases of joints which occur in 
surgical practice, tuberculous disease is responsible for 
about five cases to every one non-tuberculous. In 
adults this proportion is less, being about two to one. 
Heuce in the surgical arthro-pathology of children tuber- 
culous disease includes over 80 per cent. of the subject, 
and forms what may be called the “daily bread ” of the 
joint surgery of children’s diseases. If, as in this discus- 
sion, we are rid of tuberculous disease, comparatively little 
is left to us except what may be termed “ delicacies” 

-pneumocoscic joints, haemophilic joints, etc. To keep 
She discussion in its most useful plane, it is obvious that 
I must deal with the next more frequent, after tuberculous 
disease, class of case which occurs in surgical practice. 
Naturally this will differ in the practices of different 
surgeons. Next to tuberculous disease of joints I have 
found the most frequent affection is that (or those) which 
has (or have) been or may be mistaken for tuberculous 
disease. And in this category I would place a large number 
of instances of the inflammation of a joint due to some 
infection, 

These infective arthrites form a field of pathology of 
which we have at present but little knowledge, and 
which generally is only now becoming recognized, and 
which has hitherto been only partially recognized. It is 
only necessary to turn to a leading textbook to illustrate 
this. The description of the signs of what are described 
as those of a “tuberculous hip” is the description of 
the signs of a “diseased hip,” but that that disease is 





tuberculous is merely a presumption and a probability. 
Hence it has come that almost all diseased joints which 
fit in with these textbook descriptions are labelled tuber- 
culous without further inquiry. It is this unintelligent 
diagnosis which has led to my theme in this discussion— 
infective diseases in joints mistakable for tuberculous 
disease. Such cases, in my experience, rank next in 
frequency to the incidence of tuberculous diseases itself, 
and therefore form the most practical and useful method 
of entering upon the surgical side of to-day’s discussion. 

To do this it will be most practical if I recount to you 
some cases which illustrate some pseudo-tuberculous 
diseases of joint due to an infective agent other than 
the tubercle bacillus. 


Cases [ue toa Streptococcus. 

CASE 1.—The patient, aged 12 years, a healthv-looking, well- 
nourished boy, was first seen on September 14th, 1907. He 
then complained of pain on the outer side of the right thigh. 
He could move about the room with the aid of a stick, holding 
the right leg flexed at the hip and knee so that the toes only 
touched the ground. Pain was felt in the thigh only; none in 
the hip or knee. On examination, there was found to be no 
tenderness of muscle in the area of pain and no tenderness of 
the femur. The hip-joint was held fixed, and any attempt to 
move the joint or to extend the knee caused the occurrence of 
pain in the thigh ; no fullness or tluctuation in connexion with 
the hip could be detected; there was lordosis of the spine. 
Kight days previously the patient had complained of pain in 
the thigh, which had caused him to be somewhat lame for 
three days, when it disappeared entirely, so that he could run 
about and play lawn tennis. On September 13th he had again 
become a little lame, and was kept awake that night by pain in 
his thigh. There was no history of illness; he was in particu- 
larly good health, having recently returned from a holiday at 
the seaside. There was no definite history of injury beyond 
that ten days previously he had been on a water-chute. On the 
first trip he sat in front, and when he got off he said his back 
hurt him ; however, he made other trips, taking a back seat so 
as not to feel the bump so much; he also made some trips on a 
switchback railway. He seemed quite well on arrival home, 
and made no further reference to pain. 

Asa result of extension the limb became quite straight, and 
pain subsided in a few days. Deep pressure over the hip-joint 
elicited some signs of pain. On October 5th a skiagram was 
taken by Mr. A. H. Greg. This revealed nothing abnormal in 
the hip-joint. From September 14th to November 26th (the 
ninth to eighty-second days of illness) the patient, treated with 
rest and extension, was practically free from symptoms, except 
for occasional attacks of sickness lasting one or two days. 
There was at the latter date no real or apparent difference in 
the length of the legs. The temperature was only slightly above 
normal. On November 26th (the eighty-second day of illness) a 
soft semi-fluctuating swelling appeared in the right groin; 
there was great tenderness over and around the swelling, and 
over the great trochanter. The temperature at night was 
103 F. This swelling rather quickly subsided, and had dis- 
appeared by December 3rd. On the llth (the ninety-seventh 
day of illness) the patient complained of pain in the left side, 
particularly after coughing, and that he had been kept awake 
by throbbing pain. Examination revealed a tender swelling, 
which gave a doughy sensation to the touch; its centre was a 
little to the inner side of the middle of Poupart’s ligament ; it 
encroached two or three inches over the abdomen, obliterating 
resonance ; also over the upper part of Scarpa’s triangle. There 
was no tenderness on the posterior aspect of the hip. The 
swelling appeared to be confined to the tissues over the joint, 
the joint itself not being involved. The boy looked ill and 
flushed. The morning temperature was 99°, that of the evening 
being 102°. This swelling gradually subsided, leaving the in 
guinal glands hard and tender. On the 16th (the one hundred 
and second day of illness) there was a similar tender swelling 
at the upper part of the inner side of the thigh on the 
same side, which gradually extended downwards along the 
inner side of the thigh from the apex of Scarpa’s triangle 
to the popliteal space, and eventually as far as the middle 
of the back of the calf. As the swelling passed down 
the leg it cleared up above. After all swelling had dis- 
appeared, hard, tender glands could be felt in _ the 
popliteal space, and eventually as far as the middle of the back 
of the calf. Whilst this train of symptoms was in progress the 
temperature was fairly consistently in the morning 100 and in 
the evening 101°; at its conclusion it fell practically to normal. 
On January 4th, 1908 (the one hundred and twenty-first day of 
illness), a blood examination was made by Dr. E. E. Klein with 
cultures on surface agar plate, surface agar tube, and broth 
tube. The result showed the blood to be quite sterile, no 
microbe of any sort having developed in these cultures after 
forty-eight hours at 37° C. In the meanwhile the right hip, 
treated with rest and extension, had given rise to little trouble. 
There was some enlargement of the great trochanter, which 
was @ little tender on pressure ; there was also some tenderness 
over the posterior aspect of the joint. On February 6th (the 
one hundred and fifty-fourth day of illness) the patient com- 
plained of painful twitchings in the right thigh, the pain being 
chiefly felt on the outer side of the thigh (the original site of 
pain); there was also some pain in the knee. On examination 
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there was found to be a more general enlargement of the 
trochanter, which was also more tender; pressure upon it 
elicited spasms in the muscles of the thigh. These starting 
pains were not severe; they occurred only during the daytime, 
at intervals of two or three hours, and ceased entirely after a 
few days. On the 16th (the one hundred and sixty-fourth day of 
illness) there were obvious differences in the bony relations of 
the two hips, and the right leg showed nearly lin. of shorten- 
ing. Mr. A. H. Greg took another skiagram, concerning which 
he made the following report : 

‘‘The femur is displaced upwards, the upper lip of the 
acetabulum is absent. The whole surface of the acetabulum is 
rough. The femur is intact, but very much rarefied, not how- 
ever with the rarefaction typical of caries. The dislocation is 
accompanied by extreme external rotation. The points, unlike 
ordinary tuberculous disease, are the dislocation without any 
destruction of head of femur (this I have not seen in tubercle) 
and the rarefaction not being typical. The destruction of the 
acetabulum has been very rapid. The z-ray examination 
strongly supports the view that the disease is not 
tuberculous.”’ 

On February 23rd (the one hundred and seventieth day of 
illness) an operation for excision of the hip was performed by 
Mr. E. M. Corner, the anaesthetic being administered by Dr. Z. 
Mennell. An anterior incision was made over the joint, upon 
opening which a little clear fluid escaped. The head of the 
femur having been cleared with an elevator and the neck sawn 
through the head of the bone was extracted. The bone 
removed was exceedingly light and friable ; portions of it were 
immediately placed in a sterilized bottle for examination by 
Dr. Klein. Exploration of the acetabulum showed it to be 
extensively destroyed. A false acetabulum had been formed 
above the real one. The old acetabulum was removed entire; 
it consisted merely of a shell of friable bone. The new one was 
also easily removed almost entire; above and around these 
acetabula there was much destruction of bone. Only remnants 
of ligamentous structures remained. No pus was encountered 
during the operation. The cavity was thoroughly curetted, 
much diseased tissue being removed. The wound was com- 
pletely closed with Michell’s sutures and healed by first 
intention. 

On March 6th (the one hundred and eighty-third day of ill- 
ness) the patient’s right knee was found to be swollen. 
Examination showed the knee to be tender to touch ; downward 
pressure upon the patella so as to bring its posterior surface in 
contact with the condyle of the femur caused much pain; 
there was no pain except when the knee was touched. There 
was @ considerable amount of fluid in the joint. The synovial 
membrane appeared distinctly thickened, so that the condition 
of the joint seemed to be the result of an inflammatory a 
and not due merely to accidental breaking down of adhesions, 
formed during the long period of inactivity, by the manipula- 
tions necessary during the operation. The synovitis showed no 
inclination to clear up, but rather tended to increase. The 
knee gave a doughy sensation to the touch. Dr. Klein reported 
as follows: 

‘“‘T received on February 24th a sterile bottle containing 
pieces of bone and bone scrapings. Film specimens stained 
showed numerous minute cocci, chiefly as diplococci, but also 
some isolated and in smallclusters. Cultures were madeat the 
same time on the surface of nutrose ascitic agar (nasgar) set 
previously in a plate dish ; this plate culture was incubated at 
37°C. Twenty-four hours after—that is, February 25th—the 
plate exhibited numerous round translucent minute colonies, 
very slightly raised, and of a more or less homogeneous texture. 
On staining these colonies appeared composed of minute cocci— 
Gram-positive. Subcultures were made on nasgar and ordinary 
agar, with the result that planted on the surface of these media 
a translucent, very thin, filiary growth was produced, which, 
examined in cover films, showed the same Gram-positive cocci 
—either in clusters or isolated, or as diplococci; but the con- 
densation fluid contained small flocculi which under the micro- 
scope exhibited distinct streptococci ; some of these were short, 
composed of four cocci; others were longer, up to thirty-two 
constituent cocci. On theaverage eight to ten cocci constituted 
the chains. In ordinary broth the microbe grows slowly at 
37° C., forming in several days only very faint turbidity. On 
nutrient gelatine kept at 20°C. the microbe grows fairly well, 
forming round translucent colonies, which in two days caused 
distinct liquefaction. When liquefaction has well pro- 
gressed—that is, after about a week—the liquefied material 
is clear with a granular sediment of growth. In this 
sediment streptococci can be recoguized. 

‘‘F rom this account it appears, therefore, that we were dealing 
with a Gram-positive coccus, which, although on the solid media 
forms a growth of staphylococcus, in the fluid parts exhibits 
the characters of streptococcus. This coccus in culture does 
not enable us to identify it with the known pathogenic species, 
either of staphylococci or streptococci. I have injected a whole 
agar culture subcutaneously into a rabbit but no result was 
produced thereby either locally or generally. The vaccine was 
prepared thus: From an agar surface culture (sloped ordinary 
agar) one loop—2 mm.—was distributed in 8 c.cm. of sterile 
saline solution. This emulsion was kept at 60° C. for half an 
hour. Doses of 1 c.cm. were filled into eight phials; the phials 
were then sealed and heated again for thirty minutes at 60° C.”’ 

From the Louis Clinical Laboratory, to which Mr. Corner sent 
portions of bone, the reply, as the result of an examination of 
the microscopic sections, was that they presented ‘‘no evidence 
of tuberculosis.”” Throughout this long illness, though the 


patient’s general condition varied, he was steadily losing ground, 





so that at the time of the operation he was in a very wastea@ 
condition. The face was generally flushed, the appetite was ve 

poor, and any attempt to increase the amount of food resulted 
in troublesome sickness. A curious symptom which persisted 
through the illness was desquamation of the skin; this occurred 
constantly all over the body, but was most marked on the right 
leg; so much was this the case that the sheet upon which the 
patient lay was covered with epithelial scales. The right foos 
peeled several times to such an extent as to leave raw tender 
places on the toes. Associated with this desquamative process 
was & marked tendency to the formation of sores. These gores 
would result from the pressure of the softly-padded leather used 
in connexion with the extension apparatus. The sores were 
shallow with shelving sides, healing slowly under a thick scab ; 
they proved a difficulty in carrying out treatment by extension. 
The first injection of vaccine was given on March lst; they were 
continued for eight injections at intervals of four days. The 
progress of the case from this time onward was entirely satis- 
factory. The boy’s condition wonderfully improved, he rapidly 
regained the loss of tlesh, the sickness ceased, the sores healed. 
and the desquamation disappeared. ; 


One year after operation the patient is able to walk with 
the aid of a walking-stick ; there is shortening of the right 
leg to the extent of about 1 in.; the right knee is somewhat 
enlarged, its range of movement has steadily increased so 
that it can now be almost completely flexed. 

I am indebted to Dr. O. W. Beddard for the above 
account of the. case, which has been extracted from his 
article in the Lancet, 1909, i, 1108-1109. 


CasE 11.—A. L., a little girl aged 5, was sent to me by Dr. 
J. D. Shapland, having been ill for nine or ten days previously. 
Dr. Shapland had come to the conclusion that there was a 
condition of infective inflammation in the hip-joint. Her 
maternal grandfather had died from phthisis. When 5 months 
old she suffered from ‘‘consumptive bowels,’’ and later she 
had rickets, measles, chicken-pox, and whooping-cough. 

Nine days previous to her admission to St. Thomas’s Hospital 
she complained of pain in the back of the right knee. Co 
days before admission she complained of pain in the right hip 
The fever which accompanied the condition ranged between 
100° and 103° F. At the time of her admission it was 101 6° F., 
the pulse-rate 120, and the respiration-rate 32. The temperature 
quickly rose to 103° F. The child lay with both thighs flexed. 
The left leg could be straightened, but any attempt to move the 
right leg caused pain. There is nothing abnormal about the 
right knee. The right thigh is a little full in its upper part. 
In fact there was a great paucity of physical signs On the 
third day after admission the temperature was 102.4° F., and 
the — 120, whilst some swelling appeared over the great 
trochanter. It was decided to make an exploratory incision. 
Under chloroform an incision was made through the swollen 
tissues down to the trochanter, which was opened with a gouge. 
No pus was found. By raising the structures in front of the 
neck of the femur the hip-joint was opened and explored, no 
pus being found. The wound was then closed partially. Asa 
result of this not obviously successful operation the tempera- 
ture fell to 97.6° F. and the pulse-rate to 100 on the second day. 
The patient became very comfortable and had no pain. An 
extension apparatus with a weight of 41b. was put on the limb. 

On the fifth day after operation the wound, which had been 
left open in part, began discharging freely, the temperature 
varying from 97° to 102° for the next seventeen days. The con- 
dition of the part did not appear to warrant such a temperature, 
and my colleague, Dr. C. R. Box, saw the case He could find 
nothing except a slight tonsillitis, and decided that the cause of 
the pyrexia must be sought in the local condition of the hip. 
On the twenty-second day after the operation the temperature 
began to decline steadily, becoming normal on the thirty-second 
day. Marked fullness was found in front of the hip-joint. 
There was no pain so long as the leg was not moved. The right 
leg was a little more than }-in. shorter than the left. A skia- 
gram taken by Mr. A. H. Greg showed extensive disease in the 
head and neck of the right femur. On the fiftieth day after her 
admission Mr. J. E. Adams explored the right hip-joint through 
the usual anterior incision. The head of the femur was found 
practically separated and was removed. It consisted of a shell 
of hard bone destoyed in parts, and filled with soft granulation 
and gritty débris. Immediately after operation the temperature 
rose to 102°, was 102.4° on the following day, after which it 
became normal. The hip was allowed to ankylose to the pelvis 
in the abducted position. The child was discharged on the 
eightieth day after her admission with a slight discharge from 
both incisions. Dr. L. 8. Dudgeon examined the head of the 
femur, which he reported as a chronic granuloma with some 
acute inflammatory signs present, ‘‘no evidence of tubercle.” 
Streptococci similar to those described in the previous case 
were found. 


The account of this case is extracted from a paper_by 
the author in the Medical Press and Circular, 1909, p. 368. 


Cases Due to a Staphylococcus. 

Examples of pseudo-tuberculous arthritis in childhood 
which may be mistaken for tuberculosis, due to a stapby- 
lococcus, are rather hard to find, as the disease is sa 
obviously septic that it cannot be mistaken for tuberculous 
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disease, or clinically does so very well that its causation is 


never disc vered. 

There is an exception which has been found by careful 
examination of cases at St. Thomas’s Hospital. If 
cultures are taken from what are clinically obvious tuber- 
culous joints which came to operation, the tubercle 
bacillus is not found, but the Staphylococcus pyogenes 
albus often is. This stapbylococcic infection is an auto- 
infection through the blood stream, and may be the 
dominant factor in preventing the tuberculous disease of 
joint subsiding. In such cases the staphylococcic infection 
is purely secondary to the tuberculosis, as has been shown 
to be the case by Dr. Dudgeon and Mr. Sargent in peri- 
tonitis and haematoceles, and is true of haematomata in 
general, such as the extravasations round fractures and in 
joints. But this discovery affords a great field for specula- 
tion and treatment. If the vaccine treatment is of any 
use in these cases they should be treated with a vaccine 
made from the Staphylococcus albus, and not with 


tuberculin. 
As an illustration of this, a case will be quoted which 
was under the care of my colleague, Mr. Battle: 


CASE I1.—R. C., a boy aged 13, came to St. Thomas’s 
Hospital in April, 1910,and was seen by my colleague, Mr. 
C. A. R. Nitch, in the children’s department, on account of 
a fixed hip anda bent knee. An «z-ray examination was made 
by Mr. A. H. Greg, who reported that there was disease in the 
upper part of the head of the femur and the acetabulum. He 
was then admitted. 

Six months before he was admitted to the hospital he was 
kicked by a horse on the hip, and attended the out-patient 
department for a ‘‘ bruised hip and swollen knee.” At first the 
hip got a little better, and after four months the patient was 
kept in bed. He never had pain and slept well. Whilst in 
bed the knee became bent. The left knee is 1} in. more in 
circumference than the right; it is flexed, the synovial mem- 
brane thickened, a little hotter than the right knee; the 
muscles of both thigh and calf are wasted; the tibia has 
become displaced outward and backward on the femur. The 
joint is capable of little movement. The right hip (the other 
side to the knee) is fixed and tender; at the head of the femur 
there isa swelling. The temperature was about 100°. 

Both the knee and the hip were incised, granulations 
removed, and the wounds closed. The Staphylococcus albus 
was grown from each joint. Von Pirquet’s reaction was 
negative. About fourteen days after operation the temperature 
became normal and remained so. 


In this particular case it is doubtful if any tuberculous 
infection of the joints preceded that with the staphylo- 
coccus. Indeed, it would appear that the staphylococcic 
infection of the right hip was an autoinfection after trauma, 
and that the infection of the left knee-joint was pyaemic, 
throagh the blood stream. 

The Staphylococcus pyogenes albus has frequently been 
isolated from undoubted tuberculous joints. 

= following three examples in adults indicate what is 
meant : 


CASE Iv.—A lady of between 50 and 60 years of age fractured 
her patella, and underwent the operation of wiring the frag- 
ments of bone together. When I saw her the wound was 
healed, but the joint was swollen and painful; the tempera- 
ture was slightly raised—l00. The patient was extremely 
nervous, slept badly on account of the pain in the joint, 
and shrieked at the slightest movement. A sample of the 
fluid in the joint was taken, and the Staphylococcus albus grown 
from it. 

Before I saw the case, and between that time and the pre- 
sentation of the bacteriologist’s report, both joint and patient 
improved ; no operative treatment was done. ‘lhe patient made 
a slow recovery—six months—and, refusing all massage and 
movement, gota stiff knee. During the course of the disease, 
had we not known of the presence of the staphylococcus and the 
operation, we should have decided that the joint was tubercu- 
lous. The case illustrates a further point—namely, that the 
Staphylococcus albus may be present in wounds which heal by 
first intention clinically. 


CASE V.—A man of 40 years of age injured his knee, and, as a 
consequence, had some blood extravasated into the joint. The 
joint was incised, a culture taken from the blood present in it, 
and flushed with sterilized saline solution. The Staphylococcus 
albus was grown from the blood. 

The wounds healed by first intention, but the joint remained 
somewhat warm to the touch, and coutained some flaid, pre- 
sumably also the Staphylococcus albus. Subsequently the 
patient recovered full movement in the joint. 


CASE VI.—The sixth case was that of a young man who had 
some cellulitis in front of his knee, which healed but lefta 
swollen, puffy condition of the joint, with wasting of the sur- 
rounding muscles. This persisted for some months. The joint 
was tapped, and the Staphylococcus aureus grown from the fluid 





withdrawn. 
became fixed. 


_It is noteworthy that nearly all stapbylococcus infec- 

tions are conveyed inward from without, as by operation or 
disease, with the exception of the Staphylococcus albus, 
which is an autoinfection as it is in case3 of peritonitis. 
Thus staphylococcus infections lead on clinically to a 
large variety of cases in which the disease of joint is 
introduced from without by a disease in the body else- 
where. As a general rule it must be said that there are no 
diagnostic or pathognomonic clinical signs appertaining to 
any of these infections. As a very general rule, syphilitic 
joints are undiagnosable, unless it is indicated by the 
patient, the patient’s histcry, or perhaps his response to 
treatment. We should not diagnose inflammations of 
joints due to the typhoid bacillus unless we find that 
organism or there was a very obvious history of typhoid 
fever. A similar remark applies to influenzal joints, colon 
bacillus joints as after appendicitis, gonorrhoea! joints, etc., 
all of which joints may be mistaken for tuberculous dis- 
ease. Thus there are all varieties of joint infection—from 
the chronic and most frequent tuberculous disease to the 
most acute septic joints. We can diagnose arthritis, that 
the joint is inflamed, but we cannot diagnose what form 
of arthritis it is unless a culture is made from the fluid in 
the joint and the infecting organism grown and identified. 
Short of this, clinically we can only make a guess as to 
the nature of the arthritis. Thus, if the patient is 
syphilitic, we guess syphilis to be the cause of arthritis. 
If the patient has gonorrhoea, we call it gonorrhoeal 
arthritis. Thus, in diagnosis, arthritis is a certainty, 
and the nature of the arthritis usually a guess in clinical 
work. Moreover, the bacteriologist at times fails us, as in 
the following case, which I saw in consultation with our 
President at the Children’s Hospital, Great Ormond 
Street. 

The patient then had fluid in both knees, an acutely 
tender swelling on his right forearm, and a raised tem- 
perature. What was the condition? Was it pyaemia? 
From the fluid in one knee-joint, removed with a syringe, 
pus cells were obtained, but, although cultures were taken, 
no organisms grew. The boy’s knees, one hip-joint, one 
ankle-joint, and the swelling on his right forearm have all 
disappeared spontaneously. The cause of the disease is 
still undiscovered. But we can safely say that it was due 
to some infective agent. 

In this case the difficulty in diagnosis was between an 
infective joint which would get well with medical treat- 
ment and one which would demand surgical attention as 
a septic, not a tuberculous, joint. 

In the following case, called a tuberculous joint, we 
have no knowledge of the nature of the arthritis. It came 
on after an injury, which suggests the possibility of an 
infection with the Staphylococcus albus, was diagnosed as 
tuberculosis, did not yield to “ antituberculous treatment,” 
but did yield to massage and movement, with perfect 
recovery of the joint. 

CasE vit —Pseudo-Tuberculous Disease of Knee—A young 
girl was sent to me with the following history. Two years 
ago, whilst going downstairs, she fell over the last four steps, 
injuring her knee. The accident was followed by two years’ 
treatment. during which the knee was painted with iodine, in 
plaster-of-Paris splint for three months, massaged for two 
weeks, in plaster splint again for three months, moved under 
an anaesthetic, put in a gutta-percha splint, kept in bed with 
massage, etc. 

She was a pale-looking girl, whose left knee was swollen. 
The movements of the joint were limited and caused pain. 
The muscles of the thigh and calf were wasted. The long 
history, the presence of chronic swelling of the joint, and the 
other signs suggested, according to the textbooks, that the 
disease was of tuberculous origin. Skiagrams showed no 
changes in the bones. With rest, massage, and movements 
the knee improved quickly and wonderfully. In the end the 
joint recovered completely. 


Was the disease tuberculous? Or was it of an infective 
origin, such as are the group of cases on which I am 
laying stress? According to the rules laid down in the 
leading textbooks for the guidance of students, the case 
would be called one of ‘simple synovitis.’ Bat I would 
suggest that many such cases are really due to a non- 
tuberculous infection. 

The non-tuberculous joint diseases of children, such as 
may follow specific fevers, have a peculiarity of their own 
by which they differ from corresponding diseases of adults. 


Operation with lavage was done, but the joint 





Tax Britisa 
MepicaL Journnar 


1124 SECTION OF 


DISEASES OF CHILDREN. 





[Oct. 15, 1910. 








Iu children the acute arthritis is frequently secondary to 
acute bone disease. So that the cases are really examples 
of acute infective bone disease, the invasion of the joint 
being secondary. 

Sufficient has been said and sufiicient examples have 
been quoted to illustrate that there is a large class of 
infective joints which in the symptoms, signs, and treat- 
ment clinically lie between the chronic arthritis of tuber- 
culosis and the acute arthritis of suppuration; and that 
the autoinfection of a joint after an injury or a disease 
with the Staphylococcus albus may account for the non- 
subsidence of the arthritis and its non-response to the 
recognized forms of treatment. The autoinfection is 
usually due to the Staphylococcus albus. Thus a number 
of diseases of joints regarded as due to tuberculosis are 
really due to some other infection and require different 
treatment—by operation and, perhaps, vaccine-therapy. 


DISCUSSION. 

Mr. J, KeoGu Morvay (London), confining his remarks 
to pneumococcal arthritis, pointed out the frequency of 
pneumococcal periarthritie, with large acute abscesses not 
communicating with joints. Prognosis was excellent when 
early and complete surgica! interference had been under- 
taken. In the case of achild under his own care both 
knees had been opened when the child was just over 
1 year old. Gonococcal arthritis, on the other hand, was 
extremely rare in children. 


Mr. H. Tyrrett Gray (London) also limited his remarks 
to pneumococcal arthritis; he divided the cases en- 
countered into three classes: (1) Acute multiple infections 
of pyaemic nature; the pus is usually thin, turbid fluid 
with flakes of lymph. (2) Acute uniarticular infections 
in which the pus is of the characteristic thick consistence. 
(3) Chronic infections which so much resemble tuberculous 
arthritis. In the first variety an attempt should be made to 
treat the infected joint like any other pyaemic arthritis by 
incision, flushing with 1 in 2,000 perchloride followed by 
saline solution, and suture of the wounds. Fluid will re- 
collect in the joint after about twenty-four hours, but will 
often be found sterile on aspiration. The function of such a 
joint, if recovery ensues, is better than after drainage. In 
the second group, diagnosis of hip-joint infection résts in 
the suppression or modification of the usual signs of acute 
arthritis, for movements are possible to a considerable 
extent in all directions vxcept extension. The frequency 
of associated intrapelvic abscess communicating with the 
hip-joint was noticed. The late results, hopefully referred 
to by Mr. Murphy, were questioned, and a case was quoted 
where the head and neck of the femur, intact on dismissal 
from hospital, had largely been absorbed two years later, 
and led to a dorsal dislocation. The association of tuber- 
culous disease with secondary infections, referred to by 
Mr. Corner, seemed to be rare, for routine cultures from 
tuberculous lesions in a great many cases have failed to 
yield any cultural growth. 


Mr. R, C. Exmstiz (London) called attention to the 
importance in diagnosis of distinguishing between joints 
which simulated tuberculosis but were really suffering 
from some other condition, and tuberculous joints whose 
condition was first ascribed to some other disease such as 
rheumatism. All diagnostic methods, including joint 
puncture and Wassermann’s reaction, should be tried. It 
was most important also to identify completely the 
organisms isolated, particularly to prove that the 
Staphylococcus albus was not simply the common skin 
organism, Staphylococcus pyogenes albus. In the London 
County Council cripple schools the proportional impor- 
tance of tuberculous and non tuberculous joint disease as a 
cause of crippling was well shown; out of 2,000 children, 
599 were cases of tuberculous joints, while there were only 
45 cases of aseptic arthritis, the small balance including 
7 of haemophilic joints. These cases showed that early 
surgical interference, especially excision, must be a fre- 
quent cause of deformity. Among 285 cases of infantile 
. paralysis seen there were no instances of joint lesions. 
Those lesions which were referred to by Dr. Coutts must 
therefore be temporary; this was an argument against 
their identity with Charcot’s joints. 





Dr. Essex Wynter (London) drew attention to the 
prevalence of suppuration in pneumococcic infections apart 
from the lung, particularly in serous cavities and joints. 
Such suppuratiou, however, was not invariable, and he 
had had a case of pneumococcal infection in a boy of 7, 
who recovered under treatment by hypodermic injection 
of camphorated oil, gr. 15 ad 5j. The joint affection in 
infantile paralysis might easily be confused with 
rheumatism, since pain was a leading feature, and it was . 
usual in rheumatism to find such disability as suggested 
paralysis. He cited a recent case which bore out this 
difficulty in diagnosis, and by recovery proved the 
temporary nature of the condition. Similarly between 
tuberculous and rheumatic arthritis of the hip confusion 
was easy, and only removed by the course of the case. 


Dr. Parry-Jones (Derby) wished to emphasize one 
of Dr. Coutts’s points—namely, the great importance of 
recognizing in children the very mildest forms of 
rheumatic arthritis and of rheumatism without arthritis, 
but with tonsillitis only, and the frequent association 
of cardiac lesions with these ambulatory cases. It had 
always been taught that cardiac dilatation normally 
took place even without endocarditis or pericarditis in 
acute rheumatism. And all knew of the association of 
acute and subacute carditis with this illness. But the 
existence of these ambulatory forms of carditis was not, he 
thought, sufliciently well known. For the last twenty-five 
years he had been familiar with cases of mild pericarditis 
in children and young adults who were going about with 
it; they were nearly always rheumatic, though they might 
never have had suflicient arthritis to lay them up. But it 
was only within the last couple of years that he had seen 
a number of cases of marked cardiac dilatation in children 
who were going about and in whom it was difficalt to get 
any rheumatic history. The children had very few 
symptoms. were anaemic, ailing, listless, but very seldom 
with pain. Their temperature was not raised, and the 
pulse when in bed might not be much quickened, though 
it was irregular when up. After weeks in bed, most 
of them got well. The disease he believed to be 
chiefly a myocarditis, though in some an endocarditis was 
added, and some valve lesion remained. As to sodium 
salicylate. moderate doses were generally enough. But 
undoubtedly in some cases this drug added to or even 
caused dilatation of the heart, and was a danger. 


Dr. Coutts having briefly replied, Mr. E. M. CorngR, in 
answer to Mr. Ems ix, stated that the organism to which 
he had referred was Staphylococcus pyogenes albus, not 
Staphylococcus epidermidis albus. He also said that 
formal excisions of tuberculous joints were rarely done at 
the present time, and then only as an alternative to 
amputation. The PresipENt, in winding up the discussion, 
observed that no speaker had referred to joint affections 
due to the meningococcus. 





THE CONSERVATIVE TREATMENT OF 


TUBERCULOUS CRIPPLES. 


By H. J. Gavvain, M.A, B.C.Cantab., M.R.C.S.Eng,, 
L.R.C.P.Lond., 
di ri 4OYC or Treloar Cripples’ Hospital and 
Medical ene oe —— 
THE problem of the tuberculous cripple is one which 
should engage alike the attention of the surgeon and the 
educationalist, and the assistance and co-operation of the 
State and the philanthropist. The problem is by no 
means a simple one. Many factors must be considered 
before deciding what means can best be employed for the 
amelioration of any particular case, and co-operative 
treatment is essential if results which should be most 
beneficial to the patient and least costly to the State are 
t be obtained. I propose in this brief paper to par- 
ticularly refer to the aid which the surgeon can give, more 
by patient, long-continued, logical treatment than by the 
employment of radical measures, and will only in the 
briefest manner touch upon the assistance which must 
ined from other sources. _ 
oe the medical aspect the treatment of the tuber- 
culous cripple should follow the indications which patho- 
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logical observations and clinical experience alike proclaim 
most beneficial. It is therefore necessary to grasp the 
nature of the tuberculous process which is crippling the 
patient. At first, when the identity of the disease was 
not understood, and tuberculous inflammation of the 
bones was confounded with other conditions causing bony 
deformity, treatment was almost futile. Later, from the 
combined researches of bacteriologists and clinicians, a 
clearer conception of the tuberculous process was evolved, 
and tuberculous bony disease was removed from the chaos 
of other chronic bony diseases, became clearly defined, and 
took its proper place. A tuberculome theory arose, and 
from it was deduced a treatment which appeared a rational 
one. Tuberculous lesions were considered of such a nature 
as to be best treated by their complete removal. This 
treatment involved, as is well known, those extensive 
operations which were previously so much in vogue, and 
which by their nature frequently produced such extreme 
mutilation and such evil secondary results that they are 
now by most surgeons abandoned. Few operations have 
yet been devised by which tuberculous disease affecting 
a large area can be safely and successfully removed, and 
extensive operations on the spine and hip designed to 
remove the disease are now, happily, very rarely 
attempted. 

There is, however, still too much radical treatment 
employed, and too little is left to those powers in the 
organism which, when properly brought into play, them- 
selves may combat and overcome the disease. A tuber- 
culous lesion commonly evokes a reaction. There is the 
production of a zone of resistance about the focus of the 
disease by the formation of fibrous tissue which encysts, 
limits, and tends to prevent the progress of invasion. 
Thus the issue is the result of two opposing forces—the 
disease which attacks the organism, and the reaction 
which this attack provokes. It appears reasonable to 
reinforce this natural defence and diminish the virulence 
of the attack of the bacillus, limiting in this way its 
progress. 

In very localized and easily accessible lesions total 
removal of the disease is both justifiable and logical, 
notably so in disease of the tarsal or metatarsal bones. 
When, however, the lesions are more extensive and many 
vertebrae are involved, as in spinal caries, or a large joint 
such as the hip is implicated, then radical methods can 
only be employed with the knowledge that the ultimate 
prognosis is utterly unsatisfactory. It is probable that 
very few realize how bad the ultimate results of major 
operations for this disease are, for if the extremely serious 
final results were thoroughly grasped, then radical treat- 
ment would only be undertaken in very limited and 
specially selected cases. 

In the treatment of the tuberculous cripple every means 
should be employed to enable the patient himself to 
overcome the disease with which he is attacked, and the 
least mutilation possible will eventually in most cases be 
productive of the best functional results. 

This leads me to the consideration of conservative treat- 
ment, and of primary importance in the economical and 
practical application of conservative measures is the 
recognition that they should be conducted in large 
specially equipped and specially staffed institutions 
devoted entirely to this work. Such institutions must 
be situated in a healthy locality, either at the seaside or 
in the country. They must be managed by medical men 
prepared to devote their whole time to this work, for the 
work is of a special, tedious, and exacting nature, which 
requires long training and close attention. I believe only 
one institution in this country meets the requirements of 
these patients fully and completely, and that is the special 
hospital at Alton, founded in 1908 by the foresight and 
energy of Sir William Treloar, where now 270 patients 
are under treatment. 

The conservative treatment of tuberculous cripples may 
be summed up under two heads : 

1. The employment of those general measures, now s0 
well understood, which will increase the patient’s resist- 
ance, namely, open-air treatment, combined with adminis- 
tration of ample and easily digested food, and where 
necessary the exhibition of those tonics and drugs which 
experience has shown have, if not a specific, at any rate a 
beneficial effect on the tuberculous child. In fact, all 
general measures which will improve the patient’s resist- 





ance and so enable him to himself make the whole fight 
against the disease should be adopted. But while these 
measures are of great importance, of greater importance 
still is the proper application of— 

2. Local treatment designed specifically for each 
individual case. A tuberculous lesion is an inflammatory 
lesion, and those principles which govern the treatment of 
inflammation from other causes especially hold good in the 
treatment of inflammation caused by the tubercle bacillus. 
Rest is of primary value, and absolute rest should be 
enforced if the best results are to be obtained. The 
affected part must be completely immobilized, and this 
immobilization consistently carried out for a long period 
under the best hygienic conditions. Not only must this 
immobilization be insisted upon to ensure the arrest of the 
disease, but also to prevent the onset of deformity, and 
where possible, if deformity exists, that should be corrected. 
Each case is a law unto itself, and no one method or 
appliance should be adopted blindly for every case, but, the 
general principles being grasped, special means of applying 
these principles adopted for every lesion. 

I propose here to briefly show you those forms of appa- 
ratus which in my hands have been most useful in 
securing the best results in spinal caries. 

I choose spinal caries because it is perhaps the most 
severe and also perhaps the most common form of tubercu- 
lous bony disease which exists. While the disease is 
active the patient is kept recumbent, but mere recumbency 
does not by any means ensure rest; and not only is the 








Patient immobilized and hyperextended on ‘‘ swinging backdoor 
splint.’”’ The splint is so constructed that the necessary attention 
can be given to the back without in any way moving the patient. 


patient recumbent, but he is also immobilized, and immo- 
bilized in that position which will prevent deformity. For 
this purpose I use a board which has been in use for a long 
time at Berck-sur- Mer, but which I have modified in various 
ways, and now employ largely at Alton. The use of this 
board combined with the jacket attached ensures that the 
patient is immobilized. Properly adjusted, it hyper- 
extends the spine of the patient to such an extent that the 
spasm of the muscles about the spine is gradually dimin- 
ished, and the increase of the deformity arrested; and 
that deformity which is due to muscular spasm may thus 
be corrected. Muscular spasm, which is so well recognized 
as producing deformity in other joints, is often almost 
ignored in cases of spinal caries, and yet, in my opinion, 
there is no factor which is so productive of deformity in 
spinal caries as muscular spasm about the inflamed focus 
of disease. ; ; 
While this board answers all necessary requisites, yet it 
has some defects—inasmuch as the patient has to be con- 
stantly liberated for hygienic reasons, and for the preven- 
tion of bedsores, and to overcome this defect I have 
designed a splint which is made specially for each patient, 
and adapted to meet his individual requirements. When 
applied it will be seen that the necessary attention can be 
given to his back without in any way allowing any move- 
ment of his spine, and at the same time progressive hyper- 
extension can be obtained by properly padding the splint, 
as from time to time may be indicated. Various modifica- 
tions of this splint will be suggested for particular cases. 
When as much deformity has been corrected as is 
possible, and when the disease is not only not active but 
apparently arrested, then the child is immobilized in some 
form of jacket which will act as an exo-skeleton, and 
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relieve completely the pressure on the injured point. No 
form of jacket is more suitable for this purpose than a 
plaster jacket, if properly applied. On the screen I shall 
demonstrate the application of such a jacket, and you will 
see from the slides that not only is adequate support 
obtained, but the fanctions of respiration and digestion 
can proceed unimpaired. When evidence is obtained 
that not only is the disease arrested, but that repair has 
taken place about the site of the lesion, the permanent 
support of the plaster jacket may be discarded, and a light 
removable splint substituted in its place, and later worn 
only when the patient is walking about. 

These methods being rigorously adopted, it can be 
definitely stated that the onset of angular curvature as the 
result of spinal caries is an absolute impossibility ; that 
deformity, when it already exists, can often to a consider- 
able extent be corrected; and, further, that that deformity 
which cannot be corrected may be rendered less per- 
ceptible by the production of compensatory curves in the 
spinal column, or, rather, in that part of it which remains 
unaffected. 

There is one point in the treatment of these tuberculous 
lesions to which I would call special attention, and that is 
of abscess formation complicating tuberculous bony disease. 
Abscess formation occurs in a very large percentage of 
cases, and, when dealt with by ordinary radical methods, 
only too commonly leads to sinus formation. With the 
formation of a sinus the prognosis becomes exceedingly 
grave, and in quite a number of cases the sinuses will 
never heal, uo matter what treatment be adopted. That 
radical treatment of a taberculous abscess should be so 
common is to be deplored when other methods which are 
capable of application to nearly every abscess, and which 
will redace the risk of sinus formation, are available. 
Quite often adequate immobilization under good hygienic 
conditions will so modify the abscess that it will not only 
not increase but become spontaneously absorbed. Should 
absorption not take place, then aspiration should be per- 
formed in preference to incision. I have practised this 
method of treatment now in very many cases with 
consistently good results.! 

I must now just briefly allude to the education of the 
patient while under treatment. This is a point which is 
almost always neglected in ordinary hospitals, where, 
indeed, these children should, in my opinion, only be 
admitted for diagnosis and demonstration, and not for 
prolonged treatment. 

The education of the tuberculous cripple should go 
hand in hand with his treatment. It should be conducted 
entirely under medical supervision, and when wisely 
applied will be an aid to treatment, by stimulating the 
child’s interest and removing him from the lethargic and 
ignorant condition into which these patients so commonly 
drift, Already means have been adopted for the educa- 
tion of the tuberculous cripple in at least one special 
hospital in London. Irefer to the Alexandra Hospital 
for Diseases of the Hip, where specially trained teachers 
are delegated to this task. But this method of dealing 
with the problem does not appear to me to be altogether 
satisfactory, and is certainly costly. Teachers specially 
trained for this work cannot hope to earn their livelihood 
by other means, and therefore the training required and 
the prospects in front of them make the salary which they 
receive necessarily a relatively high and indeed in many 
cases a prohibitive one. In my opinion much better 
results may be obtained by entrusting the education of 
these children to the nurses who are in constant contact 
with them, and who, while being trained to nurse, 
should also be trained to teach the crippled child. 
The nurse in charge has a much greater sympathy 
with the patient and greater knowledge of the 
disease from which he is suffering than could a woman 
who has no training as a nurse and no acquaintance with 
the duties which a nurse has to perform. 

I believe the difficulties encountered in endeavouring to 
secure the education of tuberculous cripples will be over- 
come by entrusting their education to specially selected 
nurses, trained to teach the child simultaneously with 
their training to nurse the patient. 

The technical training for older cripples is another 
branch of their education of the highest importance, and, 
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if properly undertaken, most hopeful in its results. It 
must be dictated by very many considerations, and cannot 
be dealt with in the short time at my disposal. 


DISCUSSION. 

Mr. W. B. Parsoxs (London) was glad to hear that 
the principles of immobilization and hyperextension of 
the spine in the treatment of spinal caries were being 
recognized as a necessary part of treatment. These 
principles had been carried out for the last seventy-five 
years in London, at the City Orthopaedic Hospital, by 
means of an apparatus in which half-tempered steel was 
used so as to allow of rapid and easy alteration of adjust- 
ment of the appliance. By this method deformity was to 
a great extent prevented, as exemplified in the case pub- 
lished by the late Mr. Noble Smith, in which a specimen 
was described and figured showing deposit of new bone 
in the spine to take the place of that lost by caries. 
Although a great advance had taken place in the tech- 
nique of application of plaster-of-Paris, he doubted if the 
disadvantages of it as a spinal jacket would ever be over- 
come; nor was this necessary, since 80 many equally 
effectual methods of obtaining immobilization and 
extension were now in use. 





SPINAL CARIES AND HIP DISEASE: 
A POINT IN DIFFERENTIAL DIAGNOSIS. 
By W. B. Parsons, MRC.S,, L.R.C.P.Lond., 


Surgeon, All Saints’ Boys’ Home and Hospital, Margaret Street, W. ; 
late Clinical Assistant, City Orthopaedic Hospital, etc. 

In exceptional cases active disease of the lower region of 
the spine in children may set up spasm of the muscles 
about the hip, so that it may be difficult to decide whether 
the irritation is in the spine, or the hip, or in both. This 
difficulty is to a great extent overcome by considering the 
nervous supply of the stractures about the hip-joint and 
the cutaneous distribution of the same nerves, and by 
remembering the statement of Jobn Hilton made about 
fifty years ago, ‘“‘ The same trunks of nerves the branches of 
which supply the groups of muscles moving any joint 
furnish also a distribution of nerves to the skin over the 
same muscles and their insertions and the interior of the 
joint receives its nerves from the same source. Hence 
arises an accurate, consentaneous and _ physiological 
harmony in those various co-operating structures.” 

It is to this consideration concerning pain and spasm 
about the hip-jcint that I desire to direct attention, and 
incidentally to emphasize the good results which follow 
careful and adequate direct fixation of the spine in in- 
flammatory affections of the vertebrae, such fixation as I 
think cannot be obtained through the indirect method of 
recumbency with or without extension. : 

It may be said that disease or abnormality of the hip- 
joint is expressed by pain and lameness. When these 
symptoms coexist the disorder is of an inflammatory 
nature, and when lameness is present aloue there is 
abnormality in form or position of the bones. The converse 
is not so certain, for pain in the hip with lameness may 
arise from inflammatory disease connected only obscurely 
with the hip-joint and indirectly manifesting itself. 

In 1906 I was consulted as to the treatment of a boy, 
aged 6 years, who suffered acute caries of the spine. 


When 3 years of age he was taken to one of our great 
children’s hospitals ‘‘ on account of tuberculosis of the left hip- 
joint.” He was put into a Thomas’s splint and remained so for 
eleven months, during which period he underwent much 
improvement. Then, following an examination of his con- 
dition by two surgeons, the splint was discarded on the ground 
that it wa3 no longer necessary. About a year afterwards ‘ he 
complained of pain in the back and return of pain in the hip, 
and it is also stated that ‘‘ he began to develop signs of spinal 
disease.” This was in February, 1906. When I first saw him, 
in May of the same year, he had acute caries of the spine in the 
lower dorsal region, with paraplegia; and in every respect he 
was extremely ill. I immediately provided him with an 
appliance for immobilization of the spine, carefully fitted to 
the back and adjusted so as to take up the weight of the spine 
byt ransferring it from the diseased bodies of the vertebrae to 
the articular processes, which in spinal caries, in the majority 
of cases, are unaffected. In addition, he was placed upon a 
prone couch with angle of slope adjusted to the degree of 
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flexion of the thigh, as is necessary in all cases where the 
disease is in an active condition. 

He has been under my care since, and is now running 
about practically recovered, as we consider recovery in 
spinal caries—that is, the child is strong and upright and 
when clothed there is no noticeable deformity, although, 
as is to be expected, in the affected region of the spine one 
can easily detect loss of substance and posterior pro- 
-trusion. There was no disease of the hip-joint and 1 am 
sure there never had been. The cause of the hip symptoms 
was a prevertebral inflammation. It is evident that this 
case was difficult to diagnose at the beginning, although 
when I saw the child the difficulty had vanished, as the 
disease was in active progress and obvious. Although 
the first treatment was directed to the hip and not to 
‘the spine, the latter was probably treated in the best 
possible way. 

As everybody knows, Thomas’s hip splint reaches well 
up into the axillae and is a most efficient appliance for 
obtaining fixation of the spine as well as of the hip, espe- 
cially when, as in this case, the disease is situated 
moderately low in the back. This would sufficiently 
account for his early improvement. It was, however, the 
faulty diagnosis in the first place which caused the real 
disease to be overlooked by those into whose hands the 
patient next came. 

Daring the course of his gradual and very satisfactory 
recovery, about nine months after I first saw him, when 
he had begun to walk about a little again, he had a 
wakeful night due to pain in the left hip. This was 
followed by some very conflicting and puzzling symptoms 
—pain in the knee, startings at night, spasm of some of 
the muscles, but no true rigidity of the joint. The pain 
was not definitely localized, but distributed over the region 
of the joint, and felt more particularly over the trochanter 
and in the groin, and there was a slight but definite 
swelling over the same area. 

An « ray photograph of the joint disclosed a small area 
in the head of the femur, which was slightly more trans- 
lucent to the rays than the corresponding area on the 
other side. In other respects there was no difference 
between the two joints. Having regard to the existence 
of this rarefaction, which might quite conceivably be the 
beginning of an inflammatory process, the child was put 
to rest again with the hip-joint as well as the spine in 
fixation. The need for retaining fixation of the hip was 
soon over, and the boy has since made rapid and continu- 
ous progress, until he is now in the happy condition 
already stated. 

The hip joint is controlled by muscles that perform their 
functions in groups. Each group has a nerve trunk of its 
own, and each nerve contributes a branch to the hip-joint 
itself. Thus it is easily seen how pain and spasm in the 
hip may be the expression of irritation of the trunks of the 
nerves, and not an indication necessarily of disease in 
the joint. 

In these cases it will be found that there is a superficial 
pain as well, confined and exactly localized to the skin in 
the cutaneous distribution of the same nerves—namely, 
the front of the lower part of the abdomen, the whole of 
the front of the thigh, the region over the great trochanter 
in front and to the inner side of the knee, and also through 
the obturator nerve, in the knee-joint itself. The skin 
over the back of the hip joint, in the gluteal region, and 
upper part of the back of the thigh does not obtain its 
nerves from the same source. It is supplied by the 
first, second, and third sacral nerves, and would be un- 
affected. 

The hip-joint receives a supply of nerves from the sacral 
plexus through the nerve to the quadratus femoris and 
the great sciatic near its origin. These enter the back of 
the capsule of the joint in the region of the buttock. In 
an inflammation of the joint it is impossible that these 
should escape, whereas when the joint is unaffected and 
the disease is in vertebrae considerably removed from the 
sacrum they are not involved. : 

I need hardly state that this consideration did not 
present itself to me at the time. My acquaintance with 
the progress of the case made it necessary for me to 
account to myself for the acute and puzzling symptoms 
connected with the hip-joint. Once during a severe and 
sudden return of this cutaneous pain, accompanied by 
Startings” at night and pain in the knee joint, there 





was a definite oedema of the left thigh extending down 
into the calf—a region, you will note, of cutaneous dis- 
tribution of nerves derived from the lumbar plexus. When 
this occurred I had not seen the patient for about two 
months, and the spinal instrument was in need of read- 
justment, which before that time I was carrying out at 
intervals of one month. Upon readjustment the symptoms 
rapidly subsided. 

do not claim to do more than point out, with the 
example of this case, the application of a well-known and 
well-recognized phenomenon in surgery. When forming a 
diagnosis in the case of a child, we are almost entirely 
dependent upon our own observation of conditions that are 
present, but success or failure in difficult cases comes more 
from the ability to detect the absence of necessary signs 
and symptoms than from a recognition of the causes of 
those that are present. In the case described the absence 
of involvement of the sacral nerves was a most significant 
fact, imperatively calling for the exclusion of hip-joint 
disease. 

The beneficial and entirely satisfactory effect of 
mechanical rest in bringing about a cure, and the harmful 
effect of the want of fixation of the inflamed structures is 
well exemplified. This was so in spite of the fact that 
the method of fixation was carried out for many months 
in the vitiated atmosphere of London, whereas the other 
was practised in the health-giving air and surroundings of 
Margate. 

The occurrence of symptoms indicating that fixation of 
the diseased bones was inadequate from time to time, and 
their immediate disappearance upon readjustment of the 
mechanical appliance, shows the absolute dependence of 
the mechanical method of treatment upon careful and 
frequent inspection and adjustment of the apparatus, and 
this remark applies to all cases in which mechanical con- 
trivances are used, no matter for what condition, if the 
best results are to be expected and obtained. 

It is unjust, when unsatisfactory results are obtained 
from methods of instrumentation, to put upon the appa- 
ratus the blame which should attach to the surgeon who 
employs such a method without recognizing the necessity 
that will immediately arise for frequent and careful 
readjustment. And opportunely comes the example. 

Since writing the above, as lately as June 17th, when 
the time for this boy to pay another visit to me was some- 
what overpast, I received a letter from my colleague, Dr. 
Webb of Margate (who also has charge of him), asking if 
he should apply a weight extension to the thigh. 


On the 16th the boy had great pain and tenderness of the left 
thigh, which ran down to the foot occasionally, his temperature 
was 100.6’, and he could not bear manipulation. In the evenin 
his temperature rose to 101.4’, and on the 17th the pain an 
muscular spasms were still severe, with temperature 101°. It 
appears to me that the old hip trouble has lighted up. 


I suggested that the pain was reflected from the spine, 
asked particulars as to its exact locality, and advised that 
the boy should be put to rest in the prone position. On 
the 22nd I heard as follows: ‘His temperature has been 
normal since the 19th, and he has no pain now; he took 
to the prone position naturally, and I let him remain 
in it.” 

In answer to my inquiry as to the locality of pain, Dr. 
Webb states: 


Little W. had pain over the hip, knee, and down the shin, and 
a gnawing pain over the front of the foot; there was also & 
noticeable swelling of the calf; there was no pain over the 
abdomen, but down the front of the thigh, and there was no pain 
over the buttock, but pain complained of down the calf. The 


boy seems quite well again. 


He was ready to travel to London on June 27th, when 
I saw him and readjusted his appliance. He has remained 
well since. 

Nowadays we are too much concerned with the germs 
of disease and too little with the local manifestations and 
local treatment. In spinal caries and hip disease we are 
inclined to look upon tuberculosis as the essence, and the 
spine or hip as the accident. Although the general con- 
stitutional treatment of a patient is a necessary and impor- 
tant factor in the cure, those who have had much to 
do with these cases will agree that the local treatment is 
of the two perhaps the more imperative. 
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DISCUSSION ON 
INFECTIONS OF THE URINARY TRACT BY 
BACILLUS COLI IN INFANCY 
AND CHILDHOOD. 


OPENING PAPERS. 
I.—Cuarzrs R, Box, M.D., F.R.C.P., 


Physician in Charge of the pa en Department of St. Thomas's 
ospltal, 

Inrections of the bladder, ureters, and kidneys by the 
colon bacillus are the commonest of all infections of the 
urinary tract in childhood. The condition may occur at 
all ages—from infants a few weeks old to children in their 
teens. It is usually uncomplicated, the cases where it is 
secondary to other urinary lesions being exceptional. 

The sex incidence is very characteristic : 

Morse in 50 infants found 30 females, against 20 males. 
Abt found 21 females, against 1 male. 

Escherich found 10 females, and no male. 

Finklestein found 7 females, and no male. 

In 18 consecutive cases of my own there was only 1 male. 

These figures strongly suggest the ascending character 
of the infection. 

The disease may reveal itself in childhood either as an 
acute or as achronic condition. In the acute infection 
either the constitutional or the local symptoms may be 
predominant, In the chronic infection the local symptoms 
may almost sink into abeyance, and the constitutional 
symptoms may remain slight for long periods. The acute 
infections show a great tendency towards complete 
recovery, but relapses occur occasionally. The chronic 
infections show periodic exacerbations of symptoms, either 
local or general. 

Acute Infections with Constitutional Symptoms.—Cases 
of acute infection in which the constitutional symptoms 
predominate may come under observation as sharp febrile 
attacks accompanied by headache, malaise, and often by 
vomiting. Shivering, sometimes amounting to actual 
rigor, is present and recurrent, particularly in older 
children; it is very characteristic of the disease. The 
onset is frequently abrupt. The skin may either be hot 
and pungent or moist; the pulse is rapid and the respira- 
tions are hurried, but not out of proportion to the pulse- 
rate. Herpes may appear on the lips. Frequently the 
abdomen is moderately distended ; the edge of the spleen 
may just be felt, and the bowels may be irregular. Nervous 
manifestations are marked in some instances. These take 
the form of broken sleep and extreme restlessness, 
muscular twitchings, and, in older children, delirium. In 
infants slight stiffness of the neck has often been noticed 
accompanied by sharp cries and sometimes even by 
convulsious. The temperature chart assumes various 
forms. The pyrexia may be sustained for several days 
and then abruptly terminate, as in lobar pneumonia, or 
considerable oscillations of temperature may be present 
with chills and sweats, suggesting either a malarial or a 
pyaemic condition. The course of the disease may be 
marked by intermissions and relapses. 

Constitutional disturbances with the foregoing character- 
istics are said to be more common when the urinary infec- 
tion occurs as a pyelitis than when the less absorbent 
mucous surfaces of the ureters and biadder ure involved ; 
but in most instances the clinical aspect of the disease is 
rather that of a cysto-pyelitis, a sharp differentiation of 
the renal from the vesical infections being impossible. 

Acute Infections with Local Symptoms.—Acute infections 
in which the local symptoms are obtrusive are easier of 
diagnosis. As a general rule micturition is frequent and 
painful, incontinence being early developed. Vulval 
inflammation is often present. If the bladder is chiefly 
involved the child screams during the passage of urine 
and may attempt to evade the act. Tenderness is present 
in the hypogastrium and perineum ; it may also be elicited 
in the neighbourhood of the bladder by rectal examination. 
The lower parts of the abdominal wall may be rigid and 
rigors may accompany micturition. When the pelvis of 
the — is involved, pain may be referred to the sub- 
costal and epigastric regions—rarely, in my experience, to 


the loins. Slight rigidity of the upper part of the abdomen 
may be present, and it may even be possible to determine 
that one or other kidney is somewhat enlarged and tender. 





The renal enlargement is sometimes transitory or inter. 
mittent, and in such cases it may be due to distension of the 
pelvis of the kidney. In some instances the intermittent 
discharge of pus in the urine has confirmed this view as 
to its nature. 

Chronic and Persistent Infections—These are mostly 
met with in older children, but are occasionally seen in 
infants. Fortunately they are much more rare than the 
acute varieties of the disease. They assume the form of a 
persistent bacilluria with but slight signs of inflammatory 
reaction of the urinary tract and with little constitutional 
disturbance. Although incontinence of urine may have 
existed in the earlier stages of the infection it does not 
always persist. Children who are the subjects of this 
chronic infection are poorly nourished and may show 
slight elevations of temperature which persist over long 
periods. Rigors or shivering are mostly absent and there 
is little or no complaint of local pain or tenderness. Some 
of the sufferers are shy and nervous, others are dull or 
apathetic. Periodical exacerbations of symptoms are very 
apt to occur. These may assume the form of “bilious 
attacks ” characterized by headache and nausea or vomit- 
ing, or they may occur as “feverish attacks” which are. 
often attributed to slight bronchitis or to bowel disturb-. 
ance. Complaint may also be made of pains in and slight. 
swellings of the joints, supposed to be “rheumatic.” If 
the joint swelling is persistent the presence of tuberculosis 
may be suspected. Transitory fidgetiness and inco-ordina- 
tion, very suggestive of chorea, have occurred in some of 
my patients. The resemblance between the recurrent 
attacks of sickness and the disease known as periodic 
vomiting has been emphasized by Dr. J. H. Thursfield. 
My experience has taught me one important fact, and that 
is, that ultimately these patients with chronic bacilluria 
may pass into a condition of uraemia. I had one child 
under observation for three years. Bacilluria persisted 
all the time and at the end of the period she developed 
night blindness, which an ophthalmic surgeon conjectured 
must be congenital, although there was no history of the: 
defect in the family. Ultimately a condition of air hunger 
supervened and she died in coma. The result of the post- 
mortem examination is mentioned below. 

Morbid Anatomy.—Although the morbid anatomy of 
urinary infections by the colon organism is fairly well 
known in the case of the adult, there are very few observa- 
tions on the conditions present in childhood. In a case 
recorded by Abt cystoscopic examination of a baby girl, 
aged 13 months, is said to have revealed a normal bladder 
with pus exuding from both ureters. The same observer 
records a fatal case in an infant six weeks old, in 
which a fused kidney was found containing pus and 
miliary abscesses. Our knowledge of the pathological 
conditions which underlie or result from chronic bacilluria 
is also very imperfect, but I think there are grounds for 
the belief that the explanation of certain obscure cases of 
hypertrophy and dilatation of the urinary bladder and 
ureters witaout obstruction, and also of certain cases of 
hydronephrosis and renal atrophy, may be found in the 
occurrence of these infections. The post-mortem ex- 
amination of one of my chronic cases revealed wide- 
spread changes in the urinary passages. The right kidney 
was shrunken and its pelvis dilated ; the left was swollen.. 
mottled, very coarsely granular, and partly hydronephrotic. 
The ureters were dilated and thickened, the bladder hyper- 
trophied from chronic cystitis. There was no obstruction 
in the urinary passages. . . 

Diagnosis.—The diagnosis of these urinary infections: 
must be made by an examination of the urine itself. Drs. 
Dudgeon and Ross conclude that although the opsonic and 
phagocytic indices of the patient's blood are low, they are 
not very reliable; also that the agglutination test is of no 
value. They point out that normal human serum has 
no bactericidal effect on the Bacillus coli. 

The urine is acid. Itis opalescent, and when shaken may 
show a “mucous sheen.” When it is allowed to stand a 
slight sediment may fall ; sometimes the sediment is rather 
abundant and consists of pus and epithelial cells, more 
rarely only a faint mucous cloud separates, containing the 
bacilli in its meshes. The opalescence of the urine is not 
removed by acids like that due to phosphates and car- 
bonates, neither does it clear up on heating, which serves 
to exclude the milky uratic urine often passed in childhood. 
The effect of boiling is rather to increase the turbidity 
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owing to the precipitation of a small amount of albumen, 
but this precipitate, being slight, is often overlooked. 
Filtration only diminishes the opalescence in so far as it 
removes epithelial and pus cells. The bacilli pass through. 

Microscopical examination shows, in the acute cases, 
pus and epithelial cells from various parts of the uri- 
nary tract, a few casts may possibly be recognized and 
swarms of bacilli which are more or less actively motile. 
In cases of chronic bacilluria the cells are scanty, but a 
few polymorphs are always found if the centrifuge be 
employed. Dr. Dudgeon has shown that the phagocytosis 
is feeble, the bacilli being extracellular—a fact which con- 
trasts strongly with what is seen in cases of typhoid 
infection. The presence of casts points to infection of the 
renal parenchyma, but their absence does not prove that 
the kidney has escaped injury. 

Differential Diagnosis—When the symptoms of the 
infection are general or constitutional, the true cause is 
apt to be entirely overlooked. When the symptoms are 
local they are liable to misinterpretation. 

Constitutional symptoms of acute onset may suggest the 
presence of an infective fever, of pneumonia, of cerebro- 
spinal meningitis, or of otitis. Constitutional symptoms 
ot a more chronic nature may give rise to a suspicion of 
pulmonary or glandular tuberculosis. The occasional 
exacerbations with headache and sickness may suggest 
periodic vomiting. 

Urgent local symptoms, referred to the urinary appa- 
ratus, may simulate the presence of a calculus, whilst 
the persistent presence of pus in acid urine may cause 
suspicions of urinary tuberculosis to be entertained. The 
key to successful diagnosis is, as already mentioned, a 
routine examination of the urine in every case, coupled 
with the knowledge that, in childhood, by far the most 
common infection of the urinary tract is that due to the 
colon bacillus. 

Pneumonia may be suggested by the rapid onset of 
fever with a chill, acceleration of respiration, and the 
occasional presence of labial herpes. But signs of pul- 
monary consolidation do not appear, the rapidity of 
respiration is only proportionate to the high fever present, 
-and the chills or rigors are apt to be repeated. 

Typhoid fever may be simulated by the coincidence of 
fever with splenic enlargement and slight abdominal dis- 
sension. But the course of the fever is different, the 
typhoid spots are wanting, there is no agglutinative 
reaction with typhoid bacilli, and the recurrence of chills 
or rigors in typhoid is decidedly uncommon. 

Meningitis may be suggested by the restlessness, fever, 

headache, crying, and slight stiffness of the neck noticed 
in some cases. But paralysis and coma do not supervene, 
and the fluid obtained by lumbar puncture is normal. 
_ Several cases of the disease have been reported in 
infants where, on account of the restlessness, evident 
pain, screaming, shivering, and fever, acute otitis media 
has been suspected and the drums punctured, bat with 
negative result. 

Turning to the more chronic cases, it is evident that 
continued malnutrition, which may be associated with 
slight febrile disturbance and unaccompanied by obtrusive 
signs of urinary inflammation, is calculated to raise a 
suspicion of the presence of some deep-seated tuberculous 
focus in the mediastinal or abdominal glands or possibly 
in the lung. In such cases the urine should be carefully 
examined, 

The presence of recurrent attacks of headache and 
vomiting, with lassitude, slight fever, abdominal pain or 
discomfort and some degree of constipation, may produce 
& Condition which closely conforms to that of periodic 
vomiting. The resemblance is rendered more complete by 
the fact that the condition is more common in girls than in 
boys, and that the exacerbations usually pass off in a few 
days (J. H. Thursfield), 

When the urinary symptoms are prominent the diagnostic 
problem is very different. The occurrence of pus in acid 
urine, coupled with signs of irritation of the urinary 
passages, naturally suggests the presence of calculus or of 
tuberculosis in the bladder or kidney. 

With regard to urinary tuberculosis, it is fortunate that 
this condition is very rare in childhood. Calculus is more 
common, but does not occur with anything like the 
eas cysto-pyelitis due to invasion by the colon 

acillus, 





_ There is another condition which, in childhood, may give 
rise to dysuria, and this is appendicitis. When a pelvic 
abscess has formed, the symptoms, which consist of deep- 
seated pain and frequent, painful micturition, may strongly 
suggest a primary cystitis. The true nature of affairs is 
revealed on making a careful rectal examination. 

In countries where malaria is prevalent the chills and 
fever of colon cystitis may closely simulate malarial 
paroxysms. 

In discussing and comparing the different methods of 
treatment which have been advocated it is important to 
bear in mind that in childhood many of the most acute 
attacks clear up spontaneously or yield to the simplest 
treatment. To get an idea of the efficiency of any 
particular method it should be employed in a chronic 
and persistent case. I believe that a failure to realize 
this is responsible for the discrepant accounts as to the 
virtue of various remedies which have been employed. 

Treatment.—The main methods of treatment may be 
summarized as follows: 


1. The administration of sufficient potassium citrate 
to make and keep the urine permanently alkaline. 

2. Treatment by urinary antiseptics. 

3. Treatment by serums and vaccines. 


In my experience all that is necessary in the treatment 
of cases with acute local symptoms is the administration 
of potassium citrate in doses of 10 to 20 grains three 
or four times daily. With this may be combined an anti- 
spasmodic drug, such as belladonna or hyoscyamus. 

With regard to the effect of urinary antiseptics accounts 
are discordant. Some observers claim successes with 
urotropine and others with sodium salicylate, but it is 
always in cases such asI have just mentioned—that is, 
those with acute local symptoms. To judge of the 
intrinsic value of antiseptic drugs they should be tried 
in the chronic persistent cases; their effects will then be 
found to be most disappointing. I have systematically 
used for long periods most of the antiseptics of the 
formalin type—that is to say, hexamethylene tetramine 
(urotropine); its methylene citrate (helmitol), which is 
supposed to combine the advantages of its three con- 
stituents; and also its benzoyl derivative (hetraline). 
None of these had the slightest effect on chronic cases. 
I have also made trial of ammonium benzoate, sodium 
salicylate, and boracic acid, with no better results. 

It is worthy of note that Dr. Dudgeon found from his 
bacteriological researches that urotropine, although highly 
effective against typhoid bacilli, was powerless against the 
common colon organism, and gave, in fact, a means of 
clinical differentiation. 

Next, with regard to the use of serums and vaccines. 
Hitherto I have found it unnecessary to use these for any 
of my acute cases in children. In two cases of chronic 
bacilluria I have, with the co-operation of Dr. Dudgeon, 
given both autogenous vaccines and anti-Dacillus coli 
serum a fair trial. No permanent improvement could be 
effected in either case, but incidentally we discovered that 
washing out the bladder with the serum instead of with 
urinary antiseptics produced a marked, though temporary, 
diminution in the number of bacilli present. 

Mr. Shattock and Dr. Dudgeon have at present in hand 
a scheme for the acclimatization for the lactic acid bacillus 
in the urinary passages in the hope that it may expel the 
colon organism. ; 

There is one point in treatment which I believe to be 
important: Many of the older children have thread- 
worms, and I have suggested elsewhere that possibly 
these parasites are actually the cause of an ascending 
urethral infection with the colon bacillus. The dis- 
covery of the worms or their ova, and effectual treat- 
ment, are therefore desirable. By this means inconti- 
nence of urine may be put an end to even though 
bacilluria persists. 


IIl.—Joun Parpor, M.B.Aberd., F.R.C.S.Eng,, 
Assistant Surgeon at St. Peter's Hospital and at the West London 
Hospital. 

Ixrections of the genito-urinary system of children appear 
to be less frequent than similar infections of adults. This, 
no doubt, is partly due to the fact that children are not so 
liable to certain conditions of the urinary and genital 
tracts which are strong predisposing factors to the 
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occurrence of these infections. There is no question that 
in adults the occurrence of stricture of the urethra, 
enlargement of the prostate, and central nervous lesions, 
all giving rise to obstraction of the natural outflow of 
urine, accompanied by the injurious back-pressure com- 
monly present with them, are strong predisposing causes 
of these infections. Calculi in any part of the urinary 
tract, from the urethra to the kidneys, are similarly only 
too frequently attended by bacterial invasions; whilst 
there can be no doubt, I think, that gonorrhoea is often 
the starting point of an infection with Bacillus coli, the 
gonococci disappearing from the genito-urinary tract long 
before the Bacillus coli. 

Although children are liable to all these conditions, 
they are not of nearly so frequent occurrence, and as pre- 
disposing factors of infection they are, therefore, not 
nearly so important. 

There remain to be considered, however, those cases of 
what one may term autogenous infections, not dependent 
upon any gross disease of the urinary passages, nor accom- 
panied by conditions interfering with the freedom of 
micturition. 

With regard to the frequency of such occurrences 
I speak from a very limited experience, for I have only 
seen eight cases where the infection was present uncom- 
plicated by other conditions, such as those I have just 
mentioned. 

This is in striking contrast to the frequency with which 
I have met these autogenous infections, both acute and 
chronic, in the case of adults. In the last two years alone 
I have seen 106 such cases in hospital and private 
practice. 

No doubt this is accounted for in some measure by the 
fact that the acute infections show the same tendency to 
rapid subsidence in children as they do in adults, and that 
many children are seen only by their regular medical 
attendants, or by physicians rather than surgeons. Still 
the disparity in nun-vers is striking, and leads me 
cautiously to suggest that these autogenous infections 


are not so common in children as in adults. 


Infections uncomplicated by other conditions, and where 
the Bacillus coli is the only organism recovered from 
cultures, follow very much the same course as do similar 
infections in adults. 

1, Acute infections are commonly ushered in by a rigor, 
which may be considerable or very mild in character. 
The temperature rises rapidly, more quickly and to a 
greater height than in adults; but I have seen one case 
of hyperpyrexia in an adult where the thermometer 
registered 108°, A temperature of 104° is not uncommon 
in children. 

During the first twenty-four or forty-eight hours there 
is frequently no complaint of urinary symptoms, and the 
urine to casual observation appears normal. 

But if the urine is closely examined it will be seen to 
have a certain sheen or lustre, which I am accustomed to 
compare to the lustre of shot silk, there is usually a faint 
but very distinct odour which is almost indescribable, the 
nearest I can approach to it being a mixture of the odours 
of weak carbolic lotion and rotting fish. On bacteriological 
examination the urine is found to be swarming with the 
micro-organisms. In this early stage there is little or no 
pus formation, and the urine is invariably acid in reaction, 
sometimes strikingly so. These two features—acidity and 
small amount of pus—persist throughout the duration of 
the case so long as the infection remains pure. With the 
addition of other micro-organisms, such as the Bacillus 


Faecalis, I have found marked pyuria and an ammoniacal 


decomposition in the bladder. 

Very soon symptoms referable to the urinary tract 
manifest themselves. Frequency of micturition is often 
very marked, every half-hour both day and night being 
quite common. Pain, during and at the close of micturi- 
tion, referred chiefly to the penis, is usual. Haematuria is 
not at all uncommon, varying from a mere staining of 
muco-purulent shrede, to a few drops of bright blood at 
the close of micturition, or even a decided bright-red 
haematuria, 

The infection in some cases appears to run riot 
throughout the whole urinary tract, one or both kidneys 
becoming involved. They may be felt to be enlarged and 
tender, and the patient complains of steady lumbar pain. 
It is in these cases where there was no doubt that the 





kidneys were involved, that I have noted the highest 
temperatures. 

In adults these acute infections may be ushered in by 
other symptoms, the first to draw attention being some 
uneasiness of micturition, an acute epididymitis, or an 
acute prostatitis, and in three cases I have seen an acute 
urethritis with profuse purulent discharge as the first sign 
of the condition, giving rise to quite unwarranted sus- 


picious of the patient’s moral character. I have never seen. 
an acute Bacillus coli infection commence in any of these: 


ways in children. 

The course of the case is very similar in children to 
what I have observed in adults. Fortunately the majority 
of cases show a tendency to fairly rapid and complete 
subsidence. The fever lasts for a variable period, seldom 
for more than ten days or a fortnight, and the symptoms 
of pain, frequency of micturition, pyuria, and haematuria 
usually disappear within a month. During the first week 
or ten days the child’s condition may appear to be alarm- 


ingly grave, but I have not yet met with any cases of 


renal, prostatic, or testicular abscess in children. 
2. Chronic Autogenous Infections—Of the eight cases 


of autogenous infection in children, which is the limited: 


number I have at my disposal, only threo were definitely 
chronic in character. It is obviously rather dependent 
upon one’s own view as to what should be termed chroniz 
rather than acute cases. In these three instances I was 
unable to obtain any history of an acute attack, and the 
symptoms had been in evidence for more than six months 
before I saw the patients. 

In these three cases the signs and symptoms were 
identical with those observed in adults—namely, periods 
of illness alternating with periods of freedom from sub- 
jective signs, although when searched for quite typical 


symptoms were apparent. Fever was entirely absent 


during the periods of comparative health, and only a very 
slight rise of the thermometer was noted during the 
exacerbations of the disease, and then only at night. 
During the attacks the same symptoms are to be noted as 
in the acute infections, only much milder in character— 
namely, slight discomfort on micturition, usually penile in 
situation, slight increase in the frequency of micturition, 
slight abdominal discomfort, and a general appearance 
and feeling of malaise. It is difficultin the case of small 
children to elicit from them a description of their own 
sensations without putting leading questions to them, 


to which you can get whatever answer you desire. But 


no doubt exists in my mind that these symptoms are all 
present in a very mild degree during the remissions of the 
disease, as they undoubtedly are in a definite form during 
the periods ef exacerbation. Added to these symptoms 
must be the fact that the children were anaemic and 
ill-nourished. y 

I have no doubt that there must be a considerable 
number of such cases under the treatment of medical men 
in general, perhaps from the very slightness of their 
urinary symptoms not recognized as what they are, and in 
some cases considered more suited for the treatment of a 
physician than of a surgeon. This would explain the 
small number of cases I can bring forward. _ 

In this connexion it may be well to emphasize the fact 
that during the periods of quiescence the urine may appear 
to be absolutely normal, and even in the acuter phases of 
these chronic cases may show very little naked-eye 
evidence of the infection. A little of the typical odour 
which I have described, a little cloudiness in the urine, 
and a little deposit on standing may be all that is visible, 
yet, even at its clearest, colonies of Bacillus coli can be 
grown from the urine, and in some cases the turbidity is 


due to the presence of the micro-organisms in amazing 


numbers. ok ore 

This is exactly similar to the state of affairs in similar 
cases in adults. None of these cases are well; one of them 
has been under my observation for more than four years, 
one for two years, and the other for fifteen months. From 


my experience in adults 1 much doubt if they will ever be 


well, strictly speaking. ‘ ma 
Bearing upon this question of the intractability and 
incurable character of these chronic infections I wili 
mention two cases. 
The first, that of a child, now aged 14 years, whom I 
first saw in 1900. At that time he was suffering from uric 
acid storms, during which he passed immense quantities 








ee ee ee 


O wivas 











OoT. 15, 1910.] 


INFECTIONS OF URINARY TRACT IN CHILDHOOD. 


Tue Britis# 
Mepicat JouBNaL 


1131 








f cayenne pepper crystals with all the typical symptoms 
of veld sh al I cystoscoped him and found nothing 
wrong with the bladder. However, his bladder was 
opened suprapubically a little later, in the country, and 
from that date has persisted a chronic cystitis. The urine 
now is loaded with Bacillus coli, but the child is otherwise 
perfectly well. He has practically no symptoms. 

The second case is that of a man, aged 40 years, who 
commenced with cystitis during an acute attack of 
measles at the age of 15, and has had cystitis ever 
since. At the present time he has quantities of Bacillus 
coli in his urine, and, less fortunate than the child I have 
just mentioned, his bladder is contracted to a capacity of 
only 3 0z., and cystoscopy shows a mild pyelitis on both 
sides. 

These two cases show the obstinate persistence of 
chronic autogenous infections, exactly similar to the 
apparent incurability of similar chronic infections in 
adults. 

Chronic Infections Associated with other Conditions.— 
Tnasmuch as other diseases of the urinary tract, such as 
stone, stricture, and enlargement of the prostate, are less 
frequent in children than in adults, so too are chronic 
Bacillus coli infections less common. 

But in addition these infections show a marked differ- 
ence in children to their behaviour in adults. In adults 
Bacillus coli infection coincident with stone, stricture, and 
enlargement of the prostate is exceedingly common. 
Moreover, it is in too many cases desperately intractable. 
It is well to be upon one’s guard in these cases against 
giving too favourable a prognosis with regard to the com- 
plete cure of the patient. The stone can be cleanly and 
thoroughly removed, the stricture cut or dilated, and the 
prostate enucleated with complete removal of the sym- 
ptoms referable to stone, stricture, or prostate, but a 
chronic infection present before the operation, or in some 
cases induced by the operation, is only too often there to 
remain. 

In the chronic autogenous infections of adults I am now 
accustomed to give a bad prognosis as regards cure anda 
moderately favourable one as regards relief of symptoms. 
In the chronic infections accompanying these other con- 
ditions in adults the prospect of cure is brighter, but in 
similar cases in children the prognosis is most definitely 
brighter still. The removal of stone from the bladder or 
kidney the subjects of Bacillus coli infection have been 
followed in most instances in my own practice by the cure 
of the infection. 

Aun excellent illustration of this type of case is that of a 
boy aged 9 years recently under my care in the West 
London Hospital. 


He was admitted on February 18th, 1910, suffering from pain 
in the hypogastrium, pyuria, and pain on micturition. For 
about four months he had been ailing, and had complained 
of pain in the stomach. For a week the mother had noticed 
that the urine was very thick. No blood had been seen. The 
temperature was 100°, and the pulse 116. The abdomen was 
rigid, aid tenderness was elicited by moderate pressure above 
the pubes and over both kidneys, which were both felt to be 
as. The urine was found to be swarming with Bacillus 
colt. 

The patient’s condition improved until March 2nd, when he 
had a rigor, and the temperature rose to 101° I’. [our days 
later some soft phosphatic débris was passed, and a considerable 
increase in the pyuria was noted. 

On March 11th I cystoscoped him, and found a considerable 
amount of soft phosphatic material in the bladder, a general 
cystitis, and a turbid efflux from both ureters, indicating double 
pyelitis. I crushed and removed the phosphatic calculi in the 
dladder. The general condition then much improved and the 
right kidney subsided, but the left remained large, and a radio- 
gram showed irregular dense shadows. A little later 1 there- 
fore explored the left kidney, and found it to be very large, 
practically converted into a multilocular cyst, the cysts being 
filled with purulent urine and phosphatic débris. I therefore 
removed the kidney and the greater part of the ureter. 

Ten days after this operation the urine was free from pus and 
albumen, but a few colonies of Bacillus coli were grown from it. 
Now, nine weeks after the operation, the urine is perfectly 
bright and clear, and recent cultures failed to show the presence 
of Bacillus coli. 


This is an excellent example of the way in which very 
Unpromising cases of this infection will clear up in 
children once the exciting cause is removed. 

_ Ido not mean to suggest that similar cases do not occur 
in adults, but Ido not experience the same success with 
them as with children. 








Treatment. 

1, Infections dependent upon or coexisting with other 
conditions cannot be cured without the removal of the 
exciting causes, such as stone, strictures, etc. When 
these exciting causes have been removed the treat- 
ment should be the same as that for the autogenous 
infections, 

2. The treatment of autogenous infections may be 
— into the treatment of the acute and the chronic 
orms. 

From so small an experience as I can lay claim to, it 
would obviously be improper for me to dogmatize; but I 
have now worked out a course of treatment in adults 
which gives reasonably satisfactory results in them, and 
applied to the cases of the few children I have had under 
my care has answered equally well. 

A. Acute Infections—The main points I rely upon in 
the treatment of the acute cases are: 


1. Absolute rest in bed. 

2. The induction of free diuresis. 

3. To render the urine alkaline. 

4. The use of urinary demulcents and sedatives. 
5. Abstention from instrumental interference, 
6. Practically a milk diet. 


The first essential is unquestionably complete rest in 
bed. I do not allow patients to get up at all until all 
acute symptoms have completely subsided. I have seen 
quite a number of cases of adults where, on the partial 
subsidence of symptoms, permission was given to sit up 
for a little, a relapse occurred. 

A copious secretion of urine should be induced by the 
use of such waters as those of Contrex¢ville, Vichy, 
Wildungen, and the like, together with the use of spirit of 
nitrous ether, ammonium acetate, and squills. The milk 
diet involving the ingestion of large amounts of fluid 
helps the diuresis. The urine should be rendered alkaline 
by the use of considerable doses of potassium bicarbonate 
or citrate. 

To relieve the scalding sensation experienced during 
micturition I have found that plenty of barley water, taken 
plain or with milk, assists, and better still the use of de- 
coction of Triticum repens, a wineglassful every two hours 
being taken. 

The best sedative drug seems to be oil of sandalwocd. 
Many adults and most children find this exceedingly dis- 
agreeable and provocative of indigestion in the pure form, 
but the most delicate child can take it in the shape of 
Sanmetto, a proprietary preparation, the composition of 
which is well known. 

The well-known urinary antiseptics such as urotropin, 
helmitol, cystamin, cystopurin, and the like, I have found 
practically valueless in pure Bacillis coli infections, but on 
the other hand, the benzoates of sodium and ammonium 
prove of value when exhibited with alkalis. Liquor 
potassae must not be used with the benzoates. 

I cannot lay too strong an emphasis upon the inadvis- 
ability of instrumental interference in these cases. Some 
years ago I tried thorough irrigation of the bladder, but 
very soon found that the symptoms were aggravated 
rather than relieved, or at the best were only slightly 
relieved, without in any way shortening the duration of 
the attack. For some years now I have scrupulously 
abstained from local interference, and find the results just 
as good, and in most cases better, without causing the 
distress to the patients which bladder washing entails in 
the presence of an acute cystitis. 

Lastly, I am convinced that the diet should be practically 
a milk one, very cautiously and tentatively increased to 
fish, chicken, and lastly meat, as the symptoms improve. 
I have seen quite a number of cases where a most definite 
relapse occurred on a too early increase in the dietary. 
The temperature should be normal, pain a thing of the 
past, and the urine well on the way toa clearance before 
the admiesion of solids to the dietary. 

I have tried vaccines in a considerable number of acute 
cases in adults. I have found them of no value, and I do 
not see that they are likely to be of any more value in the 
case of children. 

B. Chronic Autogenous Infections.—Here, again, I can 
only speak from a large experience of adult cases: 
but probably what is sauce for the goose will prove 
to be equally sauce for the gosling. I am sorry to 
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say that I cannot find in my case-books of private patients 
nor in my hospital notes a single instance of real cure of 
this condition. No doubt many of these cases pass from 
one’s observation, and some of these may be truly cured. 
Since I commenced the preparation of this paper I have 
communicated with a considerable number of patients 
whom I had not seen for periods varying from five years to 
two years, and in every instance an infection varying in 
severity still remained. Most cases of chronic infection 
can be much improved. I wish to make it quite clear that 
I am speaking now of autogenous cases and not of those 
where the removal of the cause in some instances removes 
the infection. 

The lines upon which treatment should be pursued are, 
in my opinion, the following : 

1. In mixed infections, particularly where the pyuria 
is considerable, thorough washing of the bladder with one 
of the mild antiseptics is useful, inasmuch as it relieves 
the frequent desire and the pain after micturition. 

2. The drugs mentioned as useful in the acute cases 
are also useful in those more chronic forms—namely, 
benzoates, sandalwood oil, hyoscyamus in large doses ; 
and when the infection is mixed with more pus-producing 
organisms, such as the staphylococci, Bacillus faecalis, 
and the like, uretropin, helmitol, cystamin, and similar 
drugs are of value. 

3. In these cases I have found the use of a vaccine of 
the greatest possible benefit. I cannot say that I have 
known a case of complete cure ; but undoubtedly a vaccine 
carefully administered is capable of ameliorating symptoms 
to a remarkable degree—to a degree unattainable by any 
other methods in my experience. 

Not only have I found vaccines of value in relieving 
symptoms, but I also look upon them as prophylactic ot 
those eruptions of activity to which these cases of chronic 
Bacillus coli infection are so liable. I am speaking, of 
course, of adult cases, but I think it is reasonable to 
suppose that children afflicted in the same manner will be 
influenced in a like degree. 

I have now quite a large collection of adult cases where, 
but for the presence of the bacillus in the urine, and 
occasional increases of frequency of micturition and slight 
discomfort, the patients themselves would not be aware 
that any disease was present. These patients receive 
periodic doses of vaccine, and by its help I feel assured 
that they are kept in this state of comparative comfort, 
a condition previously unattainable by other methods. 

To sum up the conclusions which I have at present 
reached, which I hope are no conclusions but only a 
stepping stone to better results in the future: 

1. The acute autogenous infections with Bacillus coli 
are less common in children than in adults. These acute 
infecticns show the same tendency to comparatively rapid 
and complete cure as is observed in older patients. 

2. Chronic autogenous infections in children are also 
more rare than in adults. They also show the same 
intractability to treatment. 

3. Chronic infections dependent upon, or occurring 
coincidently with other conditions of the genito-urinary 
tract, show a much greater tendency to complete cure 
than is the case in adults, after the cause (that is, stone or 
obstruction to micturition) has been removed. 

Ma Local treatment in autogenous infections is of small 
value. 

5. Vaccines are of little value in acute cases, but are 
most valuable in chronic cases. 


III.—J. Porter Parkinson, M.D., 
Senior Physician at the Queen’s Hospital for Children. 


Tue various forms of infection of the urinary organs by 
the B. coli have been known for at least twenty years, but 
it is only comparatively recently that much attention has 
been paid to it. 

It has been shown that most cases arise almost certainly 
from an ascending infection through the urethra; but it 
has been shown by Sir A. E. Wright that normal urine 
tends to inhibit the growth of the bacillus; he considers 
that such urines contain a factor of a nature like an 
opsonin, which tends to prevent their growth. It has 
been suggested by Box that threadworms in the rectum 
seem to predispose to a coli infection of the urine, and 
others have shown that colitis is frequently complicated 





by bacilluria; so the infection from the rectum is not 
quite such a simple matter as appears at first sight; other 
factors take part in the etiology. 

The symptoms group themselves into three classes: 
(1) Those where symptoms are absent or slight. (2) 
Where general symptoms, such as _ fever, restlessness, 
anaemia, anorexia, are present, but there are no urinary 
symptoms, and it is only by careful systematic examing.- 
tion of the urine that these cases are recognized. 
(3) Where urinary symptoms are prominent, stich ag 
frequent and perhaps painful micturition, abdominal colic, 
bladder tenderness; these may be combined with fever. 
constipation, shivering attacks, perhaps rigors, vomiting, 
and such like. 

The difference in symptoms depends upon the locality 
of the disease in the urinary tract, the most severe cases. 
being those where the kidney itself is affected. 

The difficulty of diagnosis is increased by the fact that 
pus may be absent from the urine at the commencement. 
of the illness, and also at intervals in its course; so that 
repeated examinations of the urine may be necessary, 
The diagnosis may be a matter of extreme difficulty, In 
America some cases have been thought to be malaria; 
sometimes appendicitis is simulated. The following case 
shows this: 

A girl, aged 10 years, was admitted under my care into the 
Queen’s Hospital for Children with a history of constipation, 
abdominal pain, and loss of flesh of three months’ duration. 
Three days before admission she had an attack of abdomina} 
pain with vomiting. On admissicn she was collapsed, with a 
rapid and feeble pulse and pallid face. The abdomen was rigid, 
and there was pain and tenderness on the right side. Tempera- 
ture 102.6° F. The urine was normal in appearance, and con- 
tained a trace of albumen. The lungs and heart were normal 
and no tumour could be felt in the abdomen or by rectal exami- 
nation, The next day the abdomen was less rigid and an 
indefinite swelling was discovered in the region of the right 
kidney. Theurinecontained pus. This pus increased in amount 
till there was a deposit of 14 in. in the urine glass and numerous. 
coli bacilli were found in it. The abdominal pain continued 
and there were four to six stools daily, not unduly offensive. 
The temperature rose to 102° daily during the first fortnight, 
then was as a rule normal, with occasional rises to 100° F. The 
pus continued to be passed daily. Urotropin was given without. 
effect, then 20 million Bacillus coli communis were injected 
beneath the skin of the abdomen, followed twelve days later 
by an injection of 30 million, and after another twelve days 
40 million. The pus began to decline three days after the first 
injection, and the temperature, which had begun to rise again, 
fell to normal. The child went home a fortnight after the last 
injection, all the symptoms having disappeared for a fortnight 
previously. Three weeks later the child returned with more 
bacilluria and pyuria, and was treated with large doses of potas- 
sium citrate, under which the symptoms again disappeared. 
The child has been lost sight of for eighteen months, and is 
presumably well. 

In this case appendicitis was considered at the first 
examination, as the symptoms seemed to be intestinal, 
but in a day or two the appearance of pyuria and the 
discovery of the organism made it clear that we had a case 
of infection of the genito-urinary tract, while the kidney 
enlargement and tenderness suggested that pyelitis and 
perhaps nephritis were also present. 

The treatment in this and other cases I have had by the 
injection of the dead organism was disappointing, as 
although the pus often lessened a relapse was frequent. 
The use of large doses of potassium citrate was more 
efficacious, though it is difficult. to say how this acts if it 
be true, as Sir A. E. Wright states, that the Bacillus colt 
grows best in alkaline media. 


DISCUSSION. 

Dr. E. Cauttry (London) expressed himself as so closely 
in agreement with Dr. Box and Mr. Pardoe that he had 
little to contribute to the discussion. He regarded it as 
important to differentiate cases of bacilluria from those of 
secondary systemic infection. In his experience bacilluria 
was not very uncommon, whereas symptoms arising there- 
from were comparatively rare. In other words, bacilluria. 
occurred without giving rise to cystitis or secondary infec- 
tion of the urinary tract. Most cases occurred in girl 
babies, rarely in males. In older girls the urinary infec- 
tion was generally a cystitis, and associated with vulvitis 
or vulvo-vaginitis. Such patients got well rapidly, but 
were liable to relapses. In girl babies the affection was 
almost always a pyelonephritis. The symptoms were 
acute, and the temperature chart might be identical with 
that of typhoid fever, a differential diagnosis beirg 
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impossible without the assistance of a blood count and an 
examination of the urine. The prognosis of acute cases 
was good when they were treated by rest, milk diet, and 
alkalis. Urotropin and its allies were of little value, but 
the benzoates apparently did good. Secondary attacks in 
such babies were rare. This was noticeable in comparison 
with the frequency of the relapses in coli-cystitis. He 
emphasized the importance of not overlooking other 
diseases because bacilluria was present. In one such 
case the patient was found later to have diphtheria of the 


stomach. 


Dr, J. Granam Forses (London) said that the bacterio- 
logy of urinary infections in cases occurring at the Hos- 
pital for Sick Children showed a marked prevalence of the 
Bacillus coli group of organisms. Out of a total of 88 cases 
of urinary infection examined in the last six years, B. coli 
communis was found to be the only infecting organism in 
56; in 10 others it was combined with staphylococcus or 
streptococcus. In 12 cases staphylococcus only was 
obtained: in 5 cases B. proteus vulgaris ; in 3 cases 
streptococcus ; and in 2 cases Gaertner’s B. enteritidis. 

In the present discussion he proposed to include with the 
infections due te B. coli communis, which form 75 per cent. 
of the total above mentioned, the 5 cases due to B. proteus 
vulgaris, and the two due to Gaertner infection. The 
pathological conditions which the B. coli gave rise to were 
in the majority of cases cystitis ; in a smaller number, which 
ran a severe and fatal course, there was also infection of 
the ureter, pelvis of the kidney and the renal tissue 
itself ; and in 2 cases there was evidence of a general 
septicaemia. Out of 7 cases which proved fatal and came 
to post-mortem examination, 2 were urinary infections 
by B. coli complicating general tuberculosis, one showing 
advanced lardaceous disease; in one, death was due to an 
intercurrent pneumococcal meningitis, and in the urinary 
tract the bladder alone showed chronic inflammatory 
change. In the 4 remaining cases the pathological con- 
ditions found did not present quite the same features, and 
might therefore be briefly detailed. 


CASE I.—Girl, aged 6. Urine during life contained much pus, 
and yielded typical 2. coli. Kidneys: Both enlarged, right 
more than left ; renal substance was pale and soft but showed no 
purulent foci. Pelres much dilated, and contained purulent 
fluid. Both ureters were equally dilated along their whole 
length, and measured in. in diameter; each showed kinking 
in two places—(l) 2in. from the renal end, and (2) just after 
passing over the brim of the pelvis. The openings of the 
ureters into the bladder were of normal size, and showed 
no evidence of obstruction. The bladder contained a small 
quantity of purulent urine, and its wall was much hyper- 
trophied, the mucosa thickened and congested. Liver enlarged, 
pale, and fatty ; other organs appeared normal. 

CASE II.—Boy, aged 53 months. Four days previous to admis- 
sion circumcision had been performed, apparently to relieve 
phimosis; died the day after admission; body emaciated. 
Kidneys: Both swollen aud nodular, showing patchy pallor on 
the surface. Ureters much dilated, and taking a corkscrew 
course to the bladder; equally distended throughout their 
length ladder much hypertrophied. Urine taken from the 
bladder post mortem yielded a deposit of pus and typical 
J}. coli in culture. 


In the first case the condition was possibly due to 
obstructive malformation of the ureters and secondary 
infection of the urinary tract. In the second case the 
condition was possibly the result of phimosis. 


_CASE I11.—Boy, aged 4 months, died two days after admis- 
sion, previously having suffered from diarrhoea and vomiting. 
Kidneys: Capsules stripped easily; a few pale circular areas 
seen on cortical surface. Pelves not dilated, but contained 
thick purulent fluid; the renal substance showed pale tracts 
running through it. Ureters not dilated, but both contained 
pus. /Jladder not thickened, mucosa congested and swollen in 
upper part; orifices of ureters appeared normal. Stomach and 
intestines were normal. Cultures taken from the heart’s 
blood, spleen, and pelvis of the kidney yielded a typical B. coli. 

_ CASE Iv.—Girl, aged 7 months. During life there was vomit- 
ing and diarrhoea; the urine contained pus, and yielded a 
bacillus whose reactions were not typical of B. coli, but rather 
of Gaertner’s B. enteritidis variety. Drain showed thrombosis 
of superior longitudinal sinus. Lungs: There was a small area 
of infarction in the left lower lobe. Kidneys: Left pelvis 
smaller than usual, ureter not dilated; renal substance con- 
tained a large purulent infarct and several smaller foci of pus. 
Right pelvis contained soft purulent fluid ; there were numerous 
pale areas containing pus underlying the capsule. Right ureter 
larger than left, and congested. Bladder healthy. Cultures 
were taken from the heart’s blood, and yielded a bacillus whose 
reactions resembled a variety of Gaertner’s #, enteritidis. 


The two cases just described were in all probability due 





primarily to a gastro-intestinal infection, with later 
general systemic infection including the kidneys, giving 
rise to pyelitis and descending infection of the urinary 
tract—in the one case due to B. coli and the other to 
B. enteritidis. 

Two cases were submitted to operation, the urine 
having for some time contained pus, and an enlarged 
kidney having in each case been distinctly felt. In one, 
the organism present in the urine gave typical reactions 
of B. coli. Nephrectomy was md nit The excised 
kidney was much enlarged, and its substance studded with 
numerous large, firm collections of pus, which yielded 
B. coli on cultivation. The bacillary infection had caused 
pyelitis and multiple renal abscesses. In the other -case, 
in addition to pyuria, a purulent vaginal discharge de- 
veloped; the bacteriological examination of both the urine 
and vaginal pus yielded a bacillus giving the typical 
reactions of Gaertner’s B. enteritidis. The kidney was 
later opened and drained, and the pus which was evacuated 
also yielded the same organism. 


General Bacteriological Investigations. 

In the great majority of cases the bacillus isolated 
yielded the typical reactions of B. coli communis as 
follows : 

1, The formation of indol in broth culture—identified by 
the intense redness produced by addition of paradimethy]- 
amido-benzaldehyde (1 per cent. solution in absolute 
alcohol and hydrochloric acid) and saturated solution of 
potassium persulphate. 

2. The coagulation and acidifying of litmus milk. 

3. The acidifying of McConkey’s flaid with gas 
formation. 

4. The reduction of neutral red to yellow fluorescence. 

5. The growth of red colonies on Conradi-Drigalski’s 
neutral bile salt agar. 

6. The formation of gas in glucose gelatine shake 
culture at 22° C. without liquefaction of the gelatine. 

Variations of these typical reactions were occasionally 
found to occur. 

Indol formation, the acid coagulation of litmus milk, the 
reduction of neutral red broth, were obtained in every case 
of B. coli so tested. But in 4 cases no gas formation 
occurred in glucose gelatine; in 3 cases inoculation of 
McConkey’s fluid yielded no acid fermentation nor gas 
formation. In 2 of these no gas formation occurred in 
either McConkey’s fluid or in glucose gelatine; in 2 there 
was no gas formation in glucose gelatine, and in 1 no gas 
formation occurred in McConkey’s fluid. In all other 
respects the organisms giving these variutions behaved as 
typical B. coli communis, and they are, therefore, justified 
in being included in the coli group. Repeated tests showed 
these variations to be constant. 

The fermentation tests yielded acid with isodulcite, 
glucose, lactose, maltose, and mannite; acid or no change 
with cane sugar, raffinose, glycerine, and salicin. In 
4 cases vaccines were prepared from the organisms isolated 
in each case, and yielded marked improvement in 3 cases. 
In the fourth case there was no apparent improvement, 
and subsequently a streptococcus was isolated in addition 
to B. coli, but the mixed vaccine produced little or no 
effect. 

In one of two cases referred to above the organism was 
identified as belonging to the Gaertner or B. enteritidis 
group by means of the following reactions: 

1. Litmus Milk.—Early production of acid with alkaline 
surface ring, later becoming strongly alkaline, and finally 
limpid without coagulation. 

2. Indol formation. 

3. Gas formation in glucose gelatine without liquefac- 
tion. 

4, Acid and gas formation in McConkey’s fluid. 

5. Fluorescence with neutral red. 

In the other case the organism obtained from the urine 
during life and the heart’s blood post mortem gave the 
typical reaction with litmus milk, but failed to form indol, 
produced no gas in glucose, gelatine, or McConkey’s fiuid, 
and did not reduce neutral red. 

It was possible, therefore, that this organism might have 
belonged to a variation of the B. enteritidis. The 5 cases 
placed in the proteus group were identified by the pro- 
duction of indol, the acid coagulation of milk, the reduc- 
tion of neutral red, the formation of gas in glucose 
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gelatine, and the liquefaction of gelatine. In one case a 
vaccine was prepared from the organism isolated, and 
yielded very beneficial results. 

In conclusion, the speaker said that the cases thus 
analysed showed that the B. coli communis was by far the 
commonest organism found in urinary infection, though 
variations in the strain isolated might occur, and mixed 
infection with B. coli and streptococcus and staphylo- 
coccus might exist. In rare cases B. proteus vulgaris or 
the B. enteritidis might be the infecting organism; though 
clinically the cases might at first appear the same, the 
further course was usually more severe than with B. coli 
infection. Treatment by means of vaccine prepared from 
stock vaccine might in some cases produce good results 
temporarily, but owing to the possibility of variation in 
the coli group a vaccine prepared from the patient’s own 
organism was undoubtedly to be preferred. 


Dr. W. M. Jerrreys (London) said that he proposed to 
give an analysis of the cases collected from the Hospital 
for Sick Children, Great Ormond Street, with a few con- 
clusions. He had collected 37 cases in which the organism 
had been identified, and full notes made. Four of these 
were due to the Bacillus proteus and the rest to members 
of the Bacillus coli group. He included the proteus cases 
because they so closely resembled the coli cases clinically. 
In the present series there was no special age incidence, 
nor was the disease more prevalent at one season of the 
year than another. The sex incidence in the series was 
similar to that reported by others; there were 31 females 
and only 6 males. The youngest was 4 months, the oldest 
1l years. Twenty-two cases were associated with gastro- 
intestinal trouble, as evidenced by diarrhoea, vomiting, 
constipation, mucous colitis, or ulcers in the colon. One 
case occurred after an attack of appendicitis and recovered 
after removal of the appendix; 20 cases commenced with 
bladder symptoms, such as painful micturition, inconti- 
nence, or frequency; 7 commenced with symptoms of 
renal infection, and 10 with general symptoms not point- 
ing to any system in particular. Of the 20 cases that 
commenced with bladder symptoms 7 later showed signs 
of pyelitis, and of the 7 that commenced with symptoms 
of pyelitis 3 later showed signs of cystitis. Of the 
pyelitis cases 11 began in or were confined to the right 
and 3 to the left kidney. 

In 10 cases the disease ran a severe course, and of these 
3 died of the disease. The rest ran a mild course—that is 
to say, the symptoms soon disappeared, and there was 
never any cause for apprehension. Of the 27 cases that 
ran a mild course only 8 had symptoms suggesting 
pyelitis ; these symptoms were pain and slight tenderness 
in one or both loins of a temporary nature, the rest showed 
evidence of bladder affection only. 

Of the whole series of 37 cases only 11 left the hospital 
cured—that is to say, without symptoms and with normal 
urine. Of the remaining 26, 20 left the hospital 
apparently in good health but with pus in the urine, 
and 6 died, 3 of the disease and 3 of some other 
illness of which the coli infection was a complication. 
In 3 cases the trouble dated from birth, and these 3 
children were all over 4 years of age. Of the severe 
cases, No. 11 had nephrectomy performed and made a 
slow recovery, but the urine still contained pus on her 
discharge from the hospital. Case No. 19 had high fever 
with jaundice, which rapidly disappeared after an injec- 
tion of vaccine. She later had a rigor with another rise 
of temperature ; this was again overcome with an injec- 
tion of vaccine, and she made rapid progress, but the urine 
still contained pus on her discharge from hospital. 
Case No. 27 became uraemic after a prolonged illness and 
died. There was double pyelitis, both ureters were 
dilated and tortuous and the bladder hypertrophied. Case 
No. 29 developed a pyonephrosis which was opened; she 
got wellexcept for a fistula, and the urine still contains 
pus. Case No. 30 died the day after admission, and double 
pyelitis, distended ureters, and hypertrophied bladder were 
found post mortem. Case No. 31 began with abdominal 
pain on the right side, vomiting and jaundice, the urine 
was normal on admission, but a few days later there was 
albumen, and after that pus appeared, next she had 
frequency and incontinence of urine, and then pain in the 
other loin; she became uraemic, but made a good recovery 
under vaccine treatment. The urine still contained pus 





on her discharge from hospital, however. No. 34 had a. 
nine days’ history of diarrhoea and vomiting, and died two 
days later; at necropsy there was pus in the pelvis and 
ureters, but no dilatation or tortuosity. In this case there 
were inflamed patches in the colon at the hepatic and 
splenic flexures. Case No. 36 gave a history of vomiting fora 
week, the feet were swollen, there was a double murmur 
at the apex and great tenderness in both loins, both 
kidneys could be felt and the urine contained a consider. 
able quantity of blood, the temperature was high, but fell 
gradually under vaccine treatment. : 

The earliest case occurred in 1902. There was only 
1 that year; in 1904 there was 1; in 1906 there were 2; 
in 1907 there was 1; in 1908, 5; in 1909, 15; and there- 
had been 10 this year. Hence the question arose, Wag 
the disease becoming more common? or were the cases 
formerly overlooked? The speaker was inclined to think 
that they were mostly overlooked, for on examining the 
older case-books of the hospital he found a number of 
cases of a similar nature, in which very little attention to 
the urine was noted and no bacteriological examination 
made ; there were also a number of post-mortem records, 
showing changes similar to those found in the fatal cases 
of the present series. It was especially likely to be over- 
looked in small babies, because the symptoms did not. 
point to the urinary tract, and it was only by searching for 
pus in the urine that they might be discovered. On 
the other hand, there was evidence suggesting that the- 
disease was becoming more severe. Of the 10 severe 
cases of the present series, only 1 occurred out of 12 cases. 
up to the end of 1908; 2 occurred out of 15 cases in 1909, 
and there had been 7 out of 10 this year. 

As to the path of infection, the evidence was in favour 
of an ascending infection in the majority of instances. 
First, the sexual incidence was in favour of this, the short 
female urethra favouring a cystitis more than the long 
male urethra; next, the fact that 20 commenced with 
bladder symptons, and only 7 with renal. Nevertheless, 
a certain number appeared to start with a pyelitis. 
No. 31 was a good instance. Here pain in one loin with 
jaundice was the first thing noticed, then pus appeared in 
the urine, then bladder symptoms appeared, and, lastly, 
pain in the other loin. This looked as if the right kidney 
had become first infected and that the infection spread 
down the ureter to the bladder and up the other ureter. 
The cases varied very much in intensity; 1 case cleared 
up spontaneously after a three weeks’ history, and 1 died 
at tke end of ten days. The majority recovered from the 
acute symptoms and appeared to get quite well, but it seemed 
almost impossible to get rid of the pus from the urine. As 
regards treatment, the severe cases responded best to a 
vaccine ; the mild ones appeared to lose their symptoms 
on any form of treatment, but pus remained in the urine 
et for a long time, in spite of all attempts to get rid 
of it. 


Dr. J. McCaw (Belfast), speaking of the exhibition of 
alkalis to young children, said tbat he had given them 
with success per rectum where infants would not take or 
swallow drugs; by this method the drugs seemed to act 
as well as by the mouth. In coli infections a most 
important objective symptom, and generally an early one, 
was a rigor with a high temperature. The absence of 
urinary symptoms was significant in children. It was 
most frequently seen in females, and was generally an. 
ascending infection. He had not had any satisfactory 
results from giving antiseptics, but he was satisfied that 
urotropine would clear and deodorize a cloudy and fetid 
urine. 


Dr. J. Stavetey Dick (Manchester) said that in his 
experience the theory of ascending infection would not 
satisfactorily account for all cases, and especially for 
cases of pulmonary infection with a bacilluria, but with- 
out bladder symptoms. His experience was that colz 
infections were much commoner in adults. He thought 
that an autogenous vaccine was of great value in acute 
cases where for some reason alkalis could not be taken. 
With regard to the reason why alkalis did good in these 
infections, he thought the true explanation was to be found 
in the direction recently indicated by Dr. Thomas Houston, 
who had shown that ingestion of B. coli by leucocytes was. 
much more active in an alkaline than in an acid medium. 
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Dr. J. H. Tuursrretp (London) remarked that the 
chronic cases were not, in his experience, of such gloomy 
prognosis as had been thought by previous speakers. It 
might be that this was due to a difference of material, his 
own material being chiefly of tbe out-patient class, while 
that of other speakers was chiefly among in-patients, and 
of course the slighter cases of the disease, which formed by 
far the largest proportion, did not reach the wards. He 
suggested that in chronic cases following operation it was 
possible that adhesions between the intestines and bladder 
might afford an explanation of the chronicity. Lastly, 
though bacilluria was not necessarily, as Dr. Cautley had 
said, an infection of the urinary tract, yet bacilluria, in 
view of what they knew of the sudden recurrences of the 
infection, must be looked upon as a dangerous condition. 


Dr. C. R. Box, in reply, said he did not think that the 
members of the Section took so gloomy a view of the 
treatment of B. coli infections as Dr. Thursfield’s remarks 
implied. His own impression of the discussion was that 
the failures in treatment referred to the chronic cases 
only, and fortunately these were much less common than 
the acute ones in which treatment was successful. It was 
interesting to speculate why vaccines failed in the chronic 
cases. His impression was that it was owing to some 
failure in reaction on the part of the patient, the very 
presence of which reaction was the cause of the easy 
recovery of acute cases under simple treatment without 
vaccines. The hypothesis of ascending infection had been 
accepted by most of the speakers, but of course no one 
would be so rash as to assert that the infection was an 
ascending one in every case. The occurrence of colon 
bacilluria during the course of such infective conditions as 
diphtheria, measles, and scarlet fever had been referred to. 
It was well recognized by those who had to deal with 
fever hospitals, and it was important to recognize it as a 
cause of unexplained fever and incontinence in fever 
patients. 


Mr. J. Parpog, replying to the questions of various 
speakers, said that he was particularly struck by two 
points. The first was the extraordinary sex incidence in 
children, with its bearing upon the mode of infection. This 
was in striking contrast to his own experience of adults, 
where he saw many more males than females. In this 
connexion he might mention three cases where the disease 
began as an acute urethritis due to a mixed infection of 
Bacillus coli and staphylococcus, the rest of the genito- 
urinary tract being apparently uninfected. If the infection 
was commonly an ascending one, why, he asked, did they 
not get more cases commencing as a urethritis pure and 
simple? The second point was the apparent faith that 
some of the speakers felt in the use of vaccine in the acute 
cases. He would ask what evidence was there that the 
good results were due to the vaccine; for the whole 
course of this discussion had led him to conclude that the 
general experience showed a tendency to spontaneous cure 
in the acute cases. 





A COMBINED QUININE AND HYDROPATHIC 
TREATMENT OF WHOOPING-COUGH. 


By Txeopore Zanccer, M.D., 
Ziirich, 

Tue results of treatment in whooping-cough enjoy a good 
reputation neither among laymen nor in the medical 
world. We are fighting a disease the mortality of which, 
especially among infants under 1 year of age, is alarming.” 
In Vienna 25.3 per cent. succumbed during ths years 1899 
to 1901. Though the death-rate of all ages taken from 
15,711 Viennese cases is but 6.6 per cent., yet this does not 
represent the real detriment caused to the children’s 
health. A goodly number of deaths are secondary and 
therefore registered under the headings pneumonia and 
phthisis, 

In a great number of patients a severa attack of 
whooping-cough definitely reduces the e «ticity of the 
lun, weakens the heart and produces ma!nu rition of long 
standin,, 

The number of remedies recommended against whooping- 





* During 1908 there were 9,851 deaths registered in England and Wales. 











cough is appalling. Advertisement columns of medical 
journals tend to increase them quite apart from the puffs 
which chemical works send us, supported often by the 
slenderest of clinical proofs. The young practitioner is 
often in a very awkward position. The routioe treatment 
recommended by his clinical teachers which gives him 
fairly good results, fails in severe cases. The frightened 
relatives and nurses urge him to a change of treatment, 
and he is liable to vary bis remedics from week to week or 
even from day today. Yet the way out of this difficulty 
seems to me to lie in the adage: Non multa, sed multum! 
I wish to make a plea for simplification in the treatment 
of whooping-cough, and lay before you a combined 
medicinal and hydropathic treatment which has given me 
satisfactory results in several hundred cases in my general 
practice. It is based on the pathology of the disease. 

Whooping-cough is an infectious disease with an im- 
portant neurotic element. The latter is so much in 
evidence that some observers have made vain attempts 
to shut their eyes to the infective factor. Such an opinion 
is neither acceptable from a pathological nor a therapeutic 
point of view. Moreover, the infective factor is no more 
in question since the discovery of an ovoid-shaped bacillus 
by Bordet and Gengou and the additional and corrobora- 
tive evidence of Klimenko, Arnheim, and Fraenkel. The 
simplest explanation of the neurotic element evidenced 
by the convulsive attacks of cough seems to be the fol- 
lowing: The toxins secreted by the whooping-cough 
bacilli act as irritants on the spinal cord, and the con- 
vulsive attacks are due to reflex action transmitted to the 
spinal cord and back through the vagus nerve to the lungs 
and the larynx. Further pathological investigation of 
the upper part of the spinal cord at the origin of the 
pneumogastric nerve seems desirable. 

To combat the infective factor in whooping.cough 
I have, after a good many comparative experiments made 
as Physician to the Out-patient Department of the Uni- 
versity Hospital in Zurich, returned to the old quinine 
treatment advocated by Professor Buiz in 1868 and 
recommended by several clinical textbooks. I use quinine 
in the form of a 1 to 2 per cent. solution of quinine 
hydrochlorate in doses of 2} fluid drachms, administered at 
8 a.m., 2 p.m., and 6 pm, in severe cases also at 11 a.m. 

The 1 per cent. solution can easily be administered 
diluted with milk or water to children under 1 year of age. 
For older cases I also prefer this preparation of quinine, 
but the objection of the patients and relatives to its bitter 
taste is great. I have therefore been glad to substitute a 
preparation called “ euquinine,” which can be administered 
in powders of 2 to 4 grains three or four times a day, 
according to the age of the child. 

It was first recommended in 1896 by Professor von 
Noorden, then in Frankfort. It has a very complicated 


formula, _— 
cof 


NOCy HNO 


and is composed of almost tasteless crystals, and contains 
82 per cent. of quinine. It has the advantage over the 
hydrochlorate of quinine in being almost non-irritative for 
the mucous membrane of the stomach, which is of great 
importance. 

To influence the neurotic element of the disease, which 
is most distressing and wearisome in the convulsive stage, 
I have given up narcotics and bromides in favour of 
simple hydropathic ‘“ packs.” They have a most sedative 
influence on the nervous system. Their application may 
be shortly described as follows: Spread a child’s blanket 
crossways over a bed, lay on it a sheet, once doubled, and 
soaked in tepid water of 54 (or even 52) to 60° F.—13 (12) 
to 15° C.—and well wrung out. Lay the patient on 
this sheet and wrap him in it; the wet pack must reach 
from the armpits to the knees, and be well covered by the 
blanket. The latter is fastened with safety pins, but not 
so tightly that the patient cannot sit up when a convulsive 
attack comes on. These packs I have had applied at 
6 p.m. or 7 p.m., and renewed at about 10 p.m. end left 
till the morning. 

Iu cases where the cough is especially distressing, later 
on in the night I have them applied at 9 or 10 p.m., and 
removed two to three hours later, when the first convulsive 
whoops again supervene. The attendants are invariably 
most happy to make these applications, as they ensure 
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a better night, not only for the patients but also for 
themselves. 


I will shortly summarize the results of this treatment : 


after adding that both the quinine treatment and the 
hydropathic treatment separately give good results, but 
the combined treatment decidedly better results. I refer 
now only to the combined treatment. 

The convulsive stage of whooping-cough is shortened to 
ten to twenty days in medium and severe cases. The 
number of attacks in twenty-four hours rarely exceeds 
20, and is rapidly reduced to 16, 12, 10, 8, etc. The 
intensity of the separate attacks diminishes at the same 
time—also the disposition to vomit. Of complications, I 
have only bronchitis to mention, and this is generally due 
to variation of outdoor temperature, or exposure to dust, 
wind, or rain. I have not seen a single case of pneumonia. 
Half a dozen cases which came under my treatment with 
bronchopneumonia as a complication of a whooping-cough 
of long standing rapidly recovered. The “half bath” 
treatment which I described at length in the Lancet (June 
28th, 1902) proved very efficacious in all these cases. The 
mortality of all the cases I have treated has so far been 
ntl, which seems exceptional, as the cases range over quite 
a number of epidemics. 

The number of deaths from whooping-cough in Switzer- 
land has varied between 1901 and 1908 from 433 to 846. 

I continue the quinine or euquinine treatment in half 
doses for several weeks after the cessation of the convul- 
sive stages in order to avoid relapses and also as a general 
tonic. The patients were almost without exception then 
greatly improved in their general health. Of course, 
hygienic factors received all possible attention. 

I have tried quinine as a preventive in some of those 
cases where we can make an early diagnosis, but have 
been disappointed. It is true I have only used medium 
doses. The attack was warded off for a week or two, but 
came on afterwards with apparently increased severity. 
It may be worth while to renew the expsriment with 
euquinine in full doses as strongly recommended by Dr. 
Heckel, of Vienna, in 1903. 

Let me conclude by expressing the hope that a per- 
severing combined quinine and hydropathic treatment may 
benefit many little sufferers. 


DISCUSSION. 

Dr. Essex WynTER, commenting on the results of treat- 
ment, suggested that the worst complications were seen in 
neglected cases of whooping-cough. Nevertheless Dr. 
Zangger was much to be congratulated on such an excellent 
result of his method of treatment. For his own part, 
after trying various remedies, he had found the most 
immediate benefit result from the employment of chloretone 
in 2} grain doses, dissolved in petroleum or cod-liver oil 
emuision, which banished the paroxysms in two or three 
days. Its combined anaesthetic, sedative, and antiseptic 
properties suggested its employment. 





THE EARLY DIAGNOSIS OF TUBERCULOUS 
BRONCHIAL ADENOPATHY IN 
THE CHILD. 


By Professor ApotrHE D’Esrine. 
Geneva. 

TE frequency of latent enlargement of bronchial glands 
of a tuberculous nature in the child is greatly in excess of 
the ratio founded on post-mortem statistics. Thanks to a 
method of examination that I have practised for more than 
twenty years, on the worth of which I propose to make a 
few remarks, I can state that I have often diagnosed the 
condition in children who apparently were in good health, 
and whose lungs were unaffected. 

This bronchial enlargement is curable, though not so 
easily as tuberculous enlargement of the cervical glands. 
Clinically, from the point of view of prognosis, it may be 
considered a scrofulous affection, and influenced in the 
same way by sea air. 

I published 119 cases of enlargement of the bronchial 
glands in a paper entitled “ La cure marine de la scrofule 
i l’asile Dollfuss de Cannes,” in Arch. de méd. infantile, 
December, 1904, the first of which dates from 1881. These 
cares have, I think, established the great frequency of the 





latent form without concomitant lung lesions and the 
beneficial influence of eight months of sea air. Of 
119 cases, cure both local and general has occurred in 55 
children—that is, 46 per cent. 

In 54 children the physical signs of enlargement have 
remained, but the general health, often seriously impaired, 
has been re-established. 

The main importance of early treatment in this condition 
lies in the frequency of the spread of tuberculosis to the 
meninges, bones, lungs, and pleura, and in the flood of. bacilli 
poured out from the primary lesion latent in bronchial 
glands, which is favoured by measles or whooping-cough 
and in a more general way by any cause which diminishes 
the vitality and defensive mechanism of the body. 

In the larger number of cases of surgical tuberculosis I 
have been able by my method of auscultation to discover 
the presence of enlargement of the bronchial glands, as 
also apparently primary in tuberculous meningitis. 

Further, this latent glandular tuberculosis can recru- 
desce at puberty, and become the source of a pulmonary 
consumption in the adolescent or adult, as one of my cases 
of my paper proves. 

I cannot sufficiently emphasize the practical importance 
of the method of examining the bronchial glands in the 
differential diagnosis in the child between simple anaemia 
and lymphatic anaemia of tuberculous origin, in order to 
select the cases for the seaside and mountain sanatoriums, 

The special sign which permits us to diagnose the con- 
dition at an early period is based on the auscultation of 
the changes in the voice sounds at the level of the seventh 
cervical or first dorsal vertebrae. This posterior glandular 
region, so well described by Guéneau de Mussy! and 
his pupil Baréty? is that most often and earliest attacked 
by tuberculosis, corresponding to the first part of the 
trachea; the bifurcation of the trachea, where larze caseous 
glands are often found, corresponds in horizontal section to 
the third dorsal vertebra. The sign is most obvious when 
one makes the child speak or count in a low voice. The 
voice is then accompanied by an added whispering sound 
localized to one or two vertebrae, or possibly extending 
to the fourth or fifth. A bronchial quality of the respira- 
tion at the same place has the same diagnostic value as the 
whispering sound. One must be content with this, if 
the child is too young to speak, but the bronchial breathing 
is a sign of enlargement already more considerable and 
more extensive. It is the same with vertebral percussion, 
which I have also described in my paper at the Academy, 
1907. A definite dullness at this level coincidesinvariably: 
with a loud bronchophony, and is pathognomonic of the 
presence of a large glandular mass, uniting the trachea 
with the vertebrae. 

Dullness at the level of the manubrium has been long 
recognized as a sign of enlargement of the bronchial 
glands. It is, nevertheless, much less frequent than the 
vertebral dullness. 

One of my pupils, Mlle. Oscherovitch,* has found it only 
24 times in 86 children in whom the characteristic whisper- 
ing sound in the posterior glandular region was present. 
Another sign of the condition, described already by Rilliet 
and Barthez and by Bar¢ty, is the area of dilated veins, often 
marked, seen on the front of the thorax; its frequency has 
impressed me, nevertheless, that it is invariably associated 
with a bronchial enlargement I cannot admit. 

As for Eustace Smith’s sign—a venous hum beneath the 
clavicle when tke head is thrown back—I have scarcely 
ever found it; without denying its existence, I will assert 
that it is not a usual sign of the condition. 

The differential diagnosis of the tuberculous enlargement 
of the bronchial glands must be made on the one hand 
from simple enlargement, the symptoms of which I 
described in my note to the Academy of Medicine,‘ and, on 
the other hand, from tuberculous lesions of the apices of 
the lungs. 

Simple enlargement, as seen following measles, 
whooping-cough, and influenza, gives physical signs less 
marked and more ephemeral than those of tuberculous 
enlargement. Von Pirquet’s reaction, which I use daily, 
will settle the question if negative. 

Tuberculous lesions of the apex may, in fact, be present 
in addition to enlargement of glands.. But in many cases 
an uncomplicated glandular lesion may simulate disease 
of the apex. I have already insisted on this important point, 
and have shown that the glandular lesion often extends 











LS NITE 





OcT, 15,5 1910.] 


ACETONAEMIA, 





Taz B 
[ Peg ——— II 3 7 








to the right more than to the left, and may be so large as 
to give rise by pressure to a weakening of the vesicular 
murmur at the right apex, sometimes even to a loud 
bruit, which can be heard not only in the suprasternal 
fossa but also under the clavicle. 

The absence of riles, the presence of the normal but 
weakened vesicular murmur, easily distinguished from the 
deep bruit, establishes the integrity of the lung. 

Such is, briefly, the mode of diagnosis of tuberculous 
enlargement of the bronchial glands. 

The truth of these observations has further often been 
demonstrated post mortem. I will give in conclusion one 
single instance—a case of a child who has just succumbed 
to tuberculous meningitis in my wards at Geneva: 

A boy, aged 23 years, the subject of scrofulous eczema, was 
sent to me on June 25th, 1910, from the skin department. He 
had had measles lately. His scrofulous appearance led me to 
examine carefully the bronchial glands. I found a dullness 
limited to the first and second dorsal vertebrae; at this point 
I heard clearly a localized bronchial breathing. Vesicular 
respiration was weak at the right apex in front and behind. 
1 heard in addition to a normal vesicular murmur a deep 
bronchial breathing. The skin reaction was positive. The 
diagnosis of tuberculous enlargement was certain. 

His weight diminished progressively, although he took food 
well. He weighed 28 1b. on May 5th, only 27 1b. on June 2nd, 
26 lb. on July 3rd, and 23 lb. on July 12th. 

On July 9th I made the diagnosis of tuberculous meningitis, 
basing it on the fixed gaze, the vomiting, and the infrequency 
and irregularity of the pulse. 

The signs of posterior enlargement of the posterior bronchial 
are the same. Besides I find an absolute dullness over the 
manubrium ; some riles in the lungs; no signs of infiltration at 
the apices. 

The child died of tuberculous meningitis on July 13th. 

I asked my colleague, Professor Askanazy, who per- 
formed the post-mortem examination on July 14th, to 
take away the vertebral column between the last cervical 
and sixth dorsal vertebrae. There was visible then, as we 
expected, a yellow caseous glandular mass, displacing the 
oesophagus to the right and folding the lung in between 
the heads of the first two ribs. In front the sternum was 
removed, and behind the manubrium was a mass of yellow 
caseous glands 3 cm. long and about lcm. thick. The 
lungs were not at all infiltrated; they were congested, and 
thickly sown with miliary tubercles. These were present 
also on the pleura and in nearly all the viscera, liver, spleen, 
kidney, thyroid, meninges, lining of the ventricles, etc. 
At the root of the lung there were large tuberculous 
glands and a very small focus of caseous pneumonia at the 
lower margin of the right lung. The two diagrams I pass 
round show the tuberculous glands in situ, just as was 
diagnosed in life. 

REFERENCES. 
1Clin. méd., Tome i, p. 593. #Thése de Paris, 1874. *La tuberculose 


latent des ganglions bronchiques, Thése de Genéve, 1907, 4 Bull. de 
Acad, de Méd., Séance du 23¢ juillet, 1907. 


DISCUSSION. 
Dr. C. R. Box remarked that in his experience little 
value could be attached to the presence or absence of 
Eustace Smith’s sign in a child. 





ACETONAEMIA: AN ACCOUNT OF AN ACUTE 
ATTACK IN A YOUNG CHILD. 


By Joun McCaw, M.D., L.R.C.P. 

Senior Physician, Belfast Hospital for Sick Children ; Clinical Teacher 
of Diseases of Children, Queen’s University, Belfast ; 
Ex-President, Ulster Medical Society, etc. 

ATTAcKs of sickness and vomiting in young children are, 
perhaps, amongst the commonest complaints met with at 
this period of life. Generally speaking, they are the 
outcome of errors in diet, and yield to correction of these 
errors by the substitution of more rational methods. That 
a considerable number, however, of such attacks cannot be 
so simply accounted for seems certain. The presence of 
acetone and diacetic acid in the vomit and urine and their 
detection in the breath of those affected have lent much 
interest to and thrown considerable light upon the etiology 
of such seizures. Acetonaemia, acetonuria, acidosis, and 
cyclic vomiting are names which have been proposed, each 
and all descriptive of various symptoms found in these 
eases. As the history of the following case serves very 
well to illustrate the most important features of the 

malady, I will give it in some detail. 








Betty W., aged 3 years and 8 months, is a first child of 
healthy parents. She was born at full term and normal in al! 
respects. She was breast-fed entirely for nine months, and 
thereafter oat-flour and milk, alternating with Neave’s food and 
milk, were substituted. When a year old a little mashed 
potato with butter was allowed, and she had oatmeal porridge 
and milk every day. Afterwards ordinary diet, consisting of 
egg, a little meat, some fish and soups, was gradually reached, 
and the child made satisfactory progress in all respects. 

1. On May 3l1st, 1909, when 2 years and 9 months old, she was 
at the seaside with her parents. Without any known cause, the 
child was seized with sickness and vomiting. The breathing 
was much affected, and the medical man in attendance said she 
was suffering from acute bronchitis. The symptoms lasted two 
days, when the attack came to an end abruptly, and the 
child almost at once seemed quite well. Sickness and vomiting 
were not severe. 

2. The following November a similar attack occurred, for 
which no cause could be assigned. On this occasion vomiting 
and sickness were very severe, and the seizure lasted three days. 
As before all the symptoms passed off quite suddenly and left 
the child apparently little the worse. During this attack the 
breathing was little, if at all, affected. 

3. The next month, on December 10th, a third attack was 
experienced. It was mild as regards the urgency of the sick- 
ness and vomiting, but the breathing was much embarrassed 
and very hurried, and the child was considered by the medical 
man to be suffering from pneumonia. 

4. On March 10th of the present year a fourth attack occurred. 
Vomiting and sickness were very severe and continuous for 
thirty-six hours. Breathlessness or bronchial symptoms were 
not observed. The attack passed off quickly. A fortnight after- 
wards, on March 24th, the child was brought to me for advice 
on account of these recurring attacks of sickness and vomiting, 
which, in an otherwise healthy and strong child, were most 
perplexing to the parents. I found her to be a well-nourished, 
bright, intelligent youngster, with an excitable temperament, 
and the mother admitted that she herself was inclined to be 
nervous. Examination of the chest andabdomen revealed nothing 
abnormal. Inquiry regarding the diet showed that the child 
was being fed largely upon farinaceous foods in accordance with 
medical advice and having regard to the gastric attacks to 
which she had been subject. I felt little doubt but that she 
was suffering from carbohydrateindigestion and that the attacks 
described were of the nature of cyclic vomiting. The diet was 
changed accordingly in the direction of cutting down the carbo- 
hydrate and substituting more proteid and fatty elements. For 
drugs I gave her 1 grain of calomel at bedtime on alternate 
nights anda rhubarb and soda mixture during the day. She 
improved very much on this line of treatment, and when she 
was brought to me again at the end of a month she looked the 
picture of health, and had remained quite free from any return 
of sickness and vomiting. In the meantime the family had 
removed from the country to live in Belfast, and this brings 
me to the fifth and most severe attack, and the only one in 
which I had an opportunity of seeing the symptoms and 
attending the illness. 

5. On the morning of Monday, May 2nd, I was telephoned for, 
and on reaching the house obtained the following history: The 
child had been quite well in every respect, lively and running 
about, until the previous Saturday night, when she showed 
some symptoms of an ordinary cold. Nothing was thought of 
this, as the day had been a very cold one, and she had been ovt 
more than usual with an aunt who was visiting in the houste. 

She was, therefore, kept indoors on Sunday, and all went well 
until Monday morning, when she vomited once or twice, and 
already it was observed that the breathing was much hurried. 
I found the child in bed and breathing rapidly, the respirations 
being 45 per minute; the temperature in the axilla was 100° F., 
and the pulse 130. The face was greatly flushed, and of a 
bright red colour; the breath smelt strongly of acetone, and so 
also did the basin that had caught the vomit. The breathing 
was much embarrassed, and accompanied by loud tracheo- 
bronchial stridor—so much so that the respirations were 
easily heard outside the room, and recalled very vividly 
the breathing of one suffering from an acute asthmatic 
seizure. Already the homely mustard and linseed poultice 
had been applied both back and front, and this, together with 
efforts of the child to obtain breath, had produced free perspira- 
tion. A thorough examination satisfied me that it was not a 
chest complaint I had to deal with, and locking at the symptoms 
all round and remembering the suspicion I had when I first 
saw her, I diagnosed ‘‘acetonaemia.’”’ A mixture containing 
10 grains of sodium bicarbonate to the dose was ordered every 
hour until I saw her again. The poultices were dispensed with 
as adding to the difficulty of breathing, and cotton-wool substi- 
tuted. The bowels had been freely purged with castor oil given 
the previous night. Nourishment was to consist of hot milk 
and soda water, and nothing else. The urine and anything 
vomited was to be retained for me. An urgent message was 
received at 6.30 p.m. to come at once. On arrival, I found 
the child in a much more serious condition than in th« 
forenoon, and a fatal issue seemed imminent. She was 
breathing with -the utmost difficulty, and had now becom«c 
deeply cyanosed, her face, hands, and lips being a deep 
purple colour, which naturally caused the parents ana 
friends the greatest concern. The respirations were very 
hurried and had become quite shallow; the pulse was 180 anxi 
feeble; the temperature in the rectum was 98 F. The 
extremities were cold and clammy, and the child was semi- 
comatose. The condition was now desperate, and stimulation 
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seemed the most urgent need in view of the evident involve- 
ment of the respiratory and cardiac centres. This was fulfilled 
by giving whisky and water, which she took readily and 
retained, as well as by applying warmth to the extremities by 
means of hot flanvels. I had brought with me a syringe, a 
long tube, and a supply of sodium bicarbonate, and 2 drachms 
of the salt dissolved in 40z. of warm water were injected 
high up into the bowel at once. No difficulty was experi- 
enced in doing this owing to the semi-comatose condition, and 
happily it wasall retained. In the meantime, I had sent for 
a mixture containing digitalis and ammonia, and this was 
begun and given every hour for three doses. The quantity of 
urine passed since morning measured only 2 oz ; it was muddy- 
looking and smelt strongly of acetone. The child had not been 
sick, and had not vomited anything since the onset of the illness 
in the morning. I returned to the case at 9.30 p.m., and was 
gratified to find some improvement in all the symptoms. The 
purplish colour of the face and extremities was not so deep, the 
respirations were less hurried, the pulse was 160, and the tem- 
perature in the rectum had risen to 99.6° F. She was decidedly 
more conscious now, and answered omee? when spoken to. 
The breathing was still much embarrassed and very noisy, but 
the respirations were deeper and more effectual. Three ounces 
of muddy-looking urine were passed in the last two hours and 
brought away for examination. I repeated the rectal injec- 
tion of sodium bicarbonate exactly as before and left for the 


night. 

f visited the child at 10 o’clock the following morning. The 
night had been got through fairly well, and while the condition 
was still bad enough it was evident that a considerable change 
for the better had setin. I need not describe the symptoms in 
detail; suffice it to say that they were not nearly so urgent, the 
difficulty of breathing and the loud rhonchus being the most 
obtrusive. The child was now very thirsty and calling out 
frequently for drinks: she was given milk and soda water and 
allowed cold water freely. The mixture of sod. bicarb. gr. x to 
do33 was now resumed and given every two hours. The day 
passed without any return of urgent symptoms, and when I saw 
her at 10 p.m. an all-round Poe was apparent. The 
face was greatly flushed and of a vivid red colour, and with 
rapid breathing was suggestive of a high temperature, but this 
was found to be exactly 100° F. in the rectum. At 100’clock the 
following morning when I called to see her a veritable trans- 
formation scene was presented. She was actually sitting up in 
bed playing with a miniature tea-set. I was informed that the 
child had slept soundly the greater part of the night and that 
the difficulty of breathing had steadily diminished. The secre- 
tion of urine was now much freer; it still smelt of acetone and 
had become clear and light in colour. The temperature was 
normal, the pulse quick at 100, and the face was flushed. The 
respirations were almost normal, the rhonchus had disappeared, 
and no difficulty in obtaining breath was nowapparent. From 
this time forward all the symptoms rapidly subsided and 
convalescence became quickly established. 


The Urine. 

I am indebted to Mr. J. Harold Totten, B.A., B.Sc., analyst 
to the city of Belfast, who kindly examined a specimen of the 
urine which I obtained each day. The first specimen was 
passed on the first day I saw the case. It was very cloudy, 
smelt strongly of acetone, and was loaded with phosphates. 
The quantity passed measured only 5o0z. in twelve hours. 

Lieben’s test for acetone gave a copious precipitate of iodo- 
form, when a watery solution of iodine with potassium iodide 
was added to the urine previously made alkaline with a few 
drops of liquor potassae. 

Legal’s test, which gives a ruby-red colour with a freshly pre- 
pared solution of nitro-prusside of sodium in the presence of 
sodium hydroxide, was also easily obtained. 

The presence of aceto-acetic acid was also determined by the 
ferric chloride test, which turns the urine a deep red-brown or 
claret colour. Owing to the phosphates present, it was 
necessary to filter the urine after adding the ferric chloride 
solution. 

These tests were applied each day, when it was found that the 
acetone was becoming gradually less for the first three days, 
and had entirely disappeared at the sixth day. The quantity 
of urine passed steadily increased after the second day, and 
became quite free on the fourth day. 


REMARKS. 

Oa comparing the symptoms in the five attacks related 
the following points seem worthy of notice. In attacks 
1, 3, and 5 sickness and vomiting were not marked. On 
the other band, the respiratory apparatus was much 
involved. In 1 the attack was said to be acute bronchitis, 
in 3 pneumonia, and in 5 the condition was indistinguish- 
able from the breathing seen and heard in an acute 
asthmatic seizure. In attacks 2 and 4 vomiting and 
sickness were very severe, and lasted until the child was 
exhausted. It is noteworthy that in these seizures the 
respiratory apparatus was very little, if at all, affected. 
From this it would seem that in those attacks in which 
the breathing is much affected vomiting and sickness are 
slight, and that when vomiting and sickness are severe 
the breathing is little interfered with. On the basis of 
these facts have we two different types of this rather 





obscure affection—the one, in which the respiratory and 
cardiac centres are chiefly involved, or the cerebral type ; 
the other, in which the stomach suffers most, or the 
gastric type? 

Again, in attack No. 5, the secretion of urine was very 
much diminished, a circumstance which the mother had 
noticed, as she told me the child was making little or no 
water. It responded at once to the tests for acetone and 
aceto-acetic acid. The quantity of acetone was not esti- 
mated, but presumably it was considerable. The parents 
cannot now remember if the urine was scanty or other- 
wise in the other attacks. I suggest that in those attacks 
in which the urine is scanty the acetone is absorbed into 
the blood, that it acts upon the respiratory and cardiac 
centres, and is the cause of the pulmonary and cardiac 
symptoms described. It is for these reasons that I have 
chosen the name “acetonaemia” as indicating the 
presence of acetone in the blood. I should like to direct 
particular attention to the breathing in attack No.5, as I am 
not aware that the symptom has been described before. I 
know that breathlessness or air-hunger has been noted, but 
this would not at all give any adequate idea of the difficulty 
of obtaining breath, and the loudness of the stridor, 
which were very marked symptoms in this attack. As 
I have said, the breathing recalled that associated with 
an acute asthmatic seizure, and this simile, I think, best 
describes it. 

Another point worthy of mention is the prompt and bene- 
ficial effect of the injection of sodium bicarbonate into the 
bowel. In this attack, at a time whena fatal issue seemed 
imminent, the effect was as speedy as it was gratifying, 
and in fature I would certainly adopt this method of 
treatment in the first instance rather than rely upon 
giving the drug by the mouth, at least until the attack was 
under control, and acute symptoms had subsided; then it 
might be given in 10-grain doses to keep up the effect. 


DISCUSSION. 
Dr. R. Hurcsison (London) said that the case described 
by Dr. McCaw was certainly an unusual one. He had not 
himself ever seen such marked respiratory phenomena as 
were present in Dr. McCaw’s case; nor did he even think 
that air-hunger was at all frequently seen in cases of 
ordinary cyclical vomiting. The other point of interest 
raised by the case was the relation of acidosis to cyclical 
vomiting. In the present case it seemed evident that the 
acidosis preceded the vomiting, and was really the primary 
cause of the symptoms. This, however, was certainly not 
true’of all cases of cyclical vomiting, for in many either no 
acidosis occurred at all, or it only supervened as a late 
and secondary phenomenon. He (Dr. Hutchison) was of 
opinion that under the title “cyclical vomiting” several 
different conditions were lumped together, and Dr. 
McCaw’s case represented an extreme example of one 
typo of these. 


Dr. F, W. Lanemeap (London) said he had been in the 
habit of dividing the cases in which the acetone cases were 
present in the urine into three groups. Group 1, Cases 
in which, although abundant acetone and diacetic acid 
were present in the urine, yet no symptoms whatever of 
acid intoxication were present, Group 2, Cases in which 
these bodies were present as symptoms of a definite and 
well-known condition, such as pneumonia and epidemic 
diarrhoea, septic tonsillitis, and more especially diabetes. 
Group 3, Cases of so-called cryptogenetic acid intoxica- 
tion—that is, general vomiting and delayed anaesthetic 
poisoning. He thought that most of the causes which had 
been suggested to explain cases of so-called cryptogenetic 
acid intoxication were insufficient. To explain delayed 
chloroform poisoning it had been suggested that it was 
merely produced by the poisoning effect of the drug. But 
similar symptoms had been noted after administration of 
ether, ethyl chloride, and even of nitrous oxide gas. More- 
over, only very little anaesthetic had been given in fatal 
cases. Idiosyncrasy to chloroform was an inadequate 
explanation, since in some instances this anaesthetic had 
been given to the same patient without untoward effect on 
a previous occasion. Starvation was not usually a pre- 
cursor; nor was there, as a rule, carbohydrate depriva- 
tion; vomiting did not always precede, but occasionally 
followed, the appearance of acetone bodies in the urine. 
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Cyclical vomiting he regarded as potential delayed anaes- 
thetic poisoning, and a patient who had been subject to 
repeated attacks of so-called “ bilious vomiting” was very 
likely to develop severe acid intoxication if an anaesthetic 
was administered. The most fatal cases occurred in very 
well-nourished children. He had often been disappointed 
by the effect of administration of alkalis, as frequently no 
good effect followed. Probably the symptoms of acid 
intoxication were only an outward and visible sign of a 
more profound alteration of metabolism, possibly the 
result of an obscure intoxication. The chief lesion 
common to both delayed anaesthetic poisoning and 
cyclical vomiting was an intense and striking fatty 
degeneration of the liver. Possibly the liver was unduly 
vulnerable. The condition of so-called cryptogenetic 
acidosis was probably not a simple acid intoxication, but 
a complex condition, partly at least explained by the 
putting of the liver hors de combat. 


Dr. W. Essex Wynter (London), referring to delayed 
chloroform poisoning, said he thought it had been accepted 
that the direct effect of the anaesthetic was not responsible, 
but rather the accompanying cyanosis, which intensified a 
condition of suboxidation and which was common to all 
general anaesthetics. He referred to a casein a young 
woman admitted comatose and presenting acetonuria wko 
recovered on thyroid extract. She was readmitted in 
delirium four months later, and again recovered on thyroid, 
and had remained well for three years while taking it 
regularly. The thyroid gland was deficient, there was a 
deep voice and some solid thickening of the skin of 
the face, but the general aspect scarcely suggested 
myxoedema, 


The Presipent (Dr. Garrod) expressed the opinion that 
the acetonaemia of children could not be attributed to 
carbchydrate starvation alone, and that the vomiting 
which so offen accompanied the condition could not be 
regarded as an adequate cause, acting indirectly through 
carbohydrate starvation. In some cases children who 
suffered from frequent vomiting for days together acetc- 
naemia was absent; in not a few cases with severe aceto 
naemia vomiting was insignificant, or even absent. He 
agreed with Dr. R. Hutchison in thinking that the cases 
described under the name of cyclical vomiting were not 
examples of a single morbid condition. The respiratory 
trouble in Dr. McCaw’s case suggested uraemic asthma, 
rather than any syraptom commonly seen in cases of 
cyclic vomiting. Even the generally-held theory of acid- 
osis might require revision as time went on, and might 
prove to be inadequate. He referred to the fatty changes 
found in the liver in fatal cases of acetonaemia, whether 
due to delayed chloroform poisoning or other causes. 


Dr. Eric Prircuarp (London) thought that the respira- 
tory symptoms described in Dr. McCaw’s case bore a dis- 
tinct analogy to those observed by Professor Finkelstein in 
infants fed with an excess of fat. 


HUMAN MILK AND BREAST FEEDING. 
By Dr. Otive M. Etcoop, M.S.Lond., 


Birmingham. 


Tue work, certain results of which I propose to figure 
before you on the lantern, was commenced with a view of 
making periodic examinations of as large as possible a 
number of samples of human breast milk with regard to 
their content in (1) fat, (2) solids not fat, including protein, 
carbohydrate, salts taken collectively; and, further, if 
possible, to watch coincident conditions of the infant and 
mother relative to the variations found in the milk. 

The work was started at the request of Dr. Robertson, 
Medical Officer of Health for Birmingham, who has taken 
such an eminent part in the recent combative study of 
infant mortality; and the facilities for working in the 
laboratories of the Birmingham University, the services of 
one of his health visitors, and the necessary apparatus for 
the carrying out of the work were all supplied by him. 
The actual procedure and technique of the work have been 
as follows: 

Mothers registered as recently confined were visited about 
fourteen days after confinement, and the time taken in each 
case by the infant to empty the breast was noted. 








At subsequent appointed times the mothers were directed to 
leave one breast untouched for four hours before the time 
appointed for the health visitor’s visit. She then had the baby 
put to the breast for half the time already noted, and then drew 
10 c.cm. by digital expression. Thus this sample was supposed 
to represent the middle milk of the total breast content, and 
ek consequently, present an average composition for the 
whole. 

In later cases this procedure was slightly altered, in that the 
whole breast was emptied by an exhauster, thoroughly shaken 
up, measured, and a sample taken. 


The technique of examining each sample was as 

follows : 

For Fat. 
_ Ten c.cm. of sulphuric acid of specific gravity 1080 are put 
into an acido-butyrometer, such as the one before you (specimen 
shown). Five c.cm. of the sample of milk under examination 
are then drawn into a pipette and made up to 11 c.cm. with 
distilled water and this added to the acid; and, lastly, 1 c.cm. 
of amyl alcohol. The whole is then thoroughly shaken till 
all trace of casein deposit has vanished, and placed in the com- 
partment of a Gaertner and Augershoff’s milk tester, two or 
four tubes being necessary to keep the balance. This apparatus 
is a powerful centrifuge worked by means of a catgut. Three 
revolutions are performed as @ routine practice, and the tubes 
are then removed to a hot-water bath, and the layer of fat that 
has risen to the surface is read off by the graduations on the 
neck. A spirit lamp may be kept under the centrifuge to keep 
— heat already generated by the action of the acid in the 
ubes. 
For the Solids not Fat. 

The rest of the sample may be poured into a small polished 
metal dish of known weightand weighed. Thedishes containing 
weighed quantities of milk are then placed in a hot-water oven. 
After about ten hours the dishes are weighed again from time 
to time, and when successive weighings show no further 
decrease, this weight indicates that drying is complete. From 
the total weight of dry solids the percentage is obtained, and by 
deducting the already determined fat percentage that of the 
solids not fat is obtained. 


The first series figures the results of the periodic exa- 
minations of the maternal milk in four cases. These 
four cases were chosen at random, and neither mother 
nor infant was specially healthy nor otherwise—just the 
usual kind seen in the city slums. 


SERIES I. 
CASE A (Fi'th Chili in Family). 


| 4th 
2nd Month.| 3rd Month. Month. 





Period of Lactation : 








Percentage of fat 19; 31| 46 40! 59 


Percentage of solids not fat... -- 8.0) 85 | 85 8.7 9.0 


Average: Fat. 3.1 per cent.; solids not fat, 8.54 per cent. 
The infant was weaned at the fifth month. 


CasE B (First Child in Family). 





ta cerectetinn. 2nd | 23rd 4th | Sth | 7th | &th 
Period of Lactation: yonth Month. Month. Month. Month. Month. 





Percentage of fat .. 3.5 5.6 4.0 2.4 2.9 4.7 7.0 35 








Percentage of solids 8.5 8.7 80 100 85 8.3 9.4 
not fat (?) 








Average: Fat, 4.2 per cent.; solids not fat, 8.7 per cent. 


CasE C (Firth Child in Family). 

















. ihe ad Ist 2nd | 3rd ee 
Period of Lactation : Month. Month. | Month, Average. 
1 a —_—_— — 
Percentage of fat... ‘ie uaa «i 4T 66) 59 6.3 57 
| 
Percentage of solids not fat ... 9.1 93 | 90 100 9.35 








Mother went out to work after the third month. 
CasE D (Seventh Child in Family). 


ae) al nd 03rd Ss 4th ith 8th 
Period of Lactation: yyonth. Month. Month. Month. Month. Month. 








Percentage of fat... 5 3.2 39 6=3633:51 $5 68 3.5 
Percentage of solids 8.5 8.4 83 87 85 -—— 8.4 
not fat 


Average : Fat, 46 per cent. ; solids not fat, 8.45 per cent. 


Average on the four cases : Fat, 4.4 percent. ; solids not fat, 8.75 per cent. 
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On examination of these figures I venture to deduce 
three points: 

1. Very considerable variations in percentage of fat 
exist in the same and in different cases at the same period 
of lactation. Therefore, the average fat composition 
— in nearly all textbooks has probably very slight 
value. 

2. On the other hand, a marked constancy in the solids 
not fat exists in the same case, and, though variable in 
different cases, not to nearly the same extent as the 
variation cf fat. 

3. The variations of fat do not depend upon the period 
of lactation—that is, the fat does not increase in quantity 
necessarily as lactation proceeds; neither do the solids not 
fat. Therefore, the old method of gradually increasing the 
strength of cow's milk in hand-fed infants is subject to 
criticism. 

The second set of observations which I offer in this 
paper arises from the four following charts, Series II of 
my cases. 

The charts shown in this series all indicate respectively : 

1, The weight curve in grams of different infants, com- 
pared in each case with the normal standard curve as 
estimated by Budin during the lactation months. 

2. The percentages of fat and of solids not fat in samples 
of the natural milk, on which the infant was nourished, 
collected periodically. 

The fat is shown in dotted curves corresponding to per- 
centage figures on the left-hand side of the chart; the 
solids not fat shown in percentage figures along the bottom 
of the chart, corresponding to the dotted ordinates. 

Each black upright line represents one month of lacta- 
tion; therefore the periods at which the examinations 
have been made are clear in each case, 


SERIES 11, CHART I. 
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SERIES I1. CHART III 


Months 


(i a a oe oe a oe oe oe ae 


7000 
6000 
5,000 
4,000 


3,000 





NO PMON DT 





2.000 8/109 10810496 106 


A Solids not Fat. 





SERIES I, CHART Ivy. 
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Note in Charts rand 1 how slight are the variations in the milk 
while the weight of the infant is normal. In the latter part of 
Chart 1: and in the following two charts, 11 and Iv, while the 
rate of increase of weight is below the normal healtby rate, the 
content of fat and solids not fat both show greater fluctuations. 


Of these, the most obvious facts patent in Chart 1 are 
the constancy of fat composition of the milk and the high 
level of the infant weight curve; and one may suggest the 
deduction that the healthy rate of infant growth is depen- 
dent to some extent on the constancy of fat composition of 
the breast milk. 

This is again borne out in the first half of the second 
chart (Series 11, Chart 11); but note that at the end of the 
fifth month, poverty overcame the family, the mother went 
out to work and some of the breast-feeding was dis- 
continued. The fat percentage now falls to a lower level, 
becomes subject to fluctuation, and the rate of infant growth 
coincidentally falls. 

The last of this series (Charts 111 and Iv, Series 11) show 
this again, that is, that variable fat composition determines 
a low level of infant growth. 

With regard to the importance of the solids not fat, these 
may be seen to fluctuate in Chart 111, but in all the other 
three cases they are very constant, irrespective of the rate 
of infant growth. 

It is not, therefore, possible to generalize on the impor- 
tance of the solids not fat thus far. 

In the third series I put before you three successive charts, 
each representing infant weight and milk compositions in 
the same way, but in each the mother was given for a — 


SERIES III. 
To show the Good Effect of giving Reqular Meals to a Nursing 
Mother : (a) On the Quality of the Milk ; (b) on the Curve of 
the Weight of the Infant. 


SERIES 111, CHART I, 


Months 
2 3S €¢ SS 6 FF SB 


Grms. / 


8000 & 10 Il f2 





7000 
6000 
5000 
4000 


Fat 
3000 - 


. 
! 
' 


NWLUON 


2000 
: HI 939 9 $5 





% Solids not Fat 














Fe SR 





Oct. 15, 1910.] 


HUMAN MILK AND 





Tue BRiT1sH 
MeEpicaL JouRNAL il 4 r 


BREAST FEEDING. 
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stated period two full meals a day. In each case the 
effect is seen on: (a) The weight curve of the infant; (d) 
the quality of the breast milk with regard to the fat 
percentage. 

It is very interesting to notice that the solids not fat 
are not quantitatively affected by giving the mother 
regular meals, this suggesting that the fat is the more 
important constituent for the infant’s welfare. 

The last series shows some figures illustrating the ratio 
of fat content to total quantity of milk at any time in the 
breast, and is also interesting as showing how much a 
breast contains at different periods of lactation. 

Engel, who seems to have done the most complete work 
on human breast milk that I can find recorded, states that 
the percentage of fat is entirely dependent on the total 


SERIES IY. 
Tables showing Time of Day when Breast Eimptied and Specimen 
of Milk was taken. 


CASE I. 





2nd 3rd 


lst Month. Month Month 6th Month. 














12.45 11.30 
pm '}am 2 *™ gm, 11.45 a.m. 
Total quantity in 8 | 43 57 57 43 50 


ccm. expressed 


Percentage of fat 1.8 38 3.0 4.7 60 46 
content ’ | 





CASE II. 


Ist 2nd 3rd 6th 7th 
Month Month. Month Month Month. 





12.30 ; 1.30) 1115 | 11350 11 30 
pm. a.m. am. am am. 











Total quantity in c.em. ex- 86 114 43 72 43 
pressed 





4.6 3.8 50 2.9 64 


Percentage of fat content 
































CASE III. 
| lst Month. 2nd Month. 
H : . | | 
; 1130 2.30 12.15 | 11.45 | 11.45 
; &.m, pm. pm. | am. | am. 
j — | | 
Total quantity in ccm. ex-, 140 1144 14 | 8 | 140 
pressea | | 
| 
Percentage of fat content... 20 3.5 25 | 30 20 
CASE Iv. 
1st Month. 2nd Month. 
12.30 | 12 30 12 30 
p.m. 2pm. | p.m. pm. 
Total quantity in c.cm. ex- 43 43 e7 43 
pressed . 
Percentage of fat content “a 30 20 =| 23 28 





Note also, from above, that the time of day does not necessarily affect 
the quantity of milk in the breast; for example, Case 111, at the same 
time. under the same corditions. on days both included in the same 
month of lactation, 86 c.cm. are drawn in one day, 140 ¢.cm. on another. 


quantity, that is, a high average percentage means a 
concentrated milk, a low average percentage means a 
dilute milk, and that the ratio is mathematically exact. 
My figures do not agree with this. That there is a certain 
inverse relation is apparent; thus in Case 1, Series iv, 
with 86 c.cm. drawn off, there is 1.8 per cent. fat, with 
43 ccm. 38 per cent., but again with 57 c.cm. 3 per cent. ; 
but that it is a definite secretion determined in quantity 
by variations in tissue metabolism, and is not a mere 
concentration in the fluid milk is, I think, clear. With 
regard to quantity obtained, this apparently varies very 
largely, the variation being not dependent on either 
(1) time of day (this being given in each case) or (2) period 
of lactation. 

I found on inquiry that it did depend largely on the 
feeding, and especially the amount of milk the mother 
had. To see, if possible, whether the amount removed 
by the exhauster represented actually the amount removed 
by the infant suckling, 1 obtained some figures from the 
Birmingham Maternity Hospital, where, up till the twelfth 
day, when the mother and infant are discharged, it is the 
routine practice to weigh each baby before and after every 
meal, so as to get the exact amount of milk obtained by 
the infant. 

This I found increased progressively from the first to 
the fifth day from 2 to 10 grams on the first, to from 
50 to 70 on the fiftb, and then remained about the same 
till the tenth or twelfth day. These figures may all be 
slightly reduced for speaking in c.cm., so that we may say 
from 45 to 70 c.cm. is an average quantity for an infant 
to obtain during the first fortnight. 

None of my own observations were taken until after the 
first fortnight, but in each case one observation was taken 
within the second fortnight, and since in three of them 
the figures are well above 70 c.cm. it is probable that 
the breast exhaustor can actually extract as much as the 
infant is able to withdraw by suckling. 

To sum up briefly, it may be said that the chief points 
elucidated by these practical examinations are the 
following : 

1. The constituent of human milk most important to the 
healthy growth of the child is the fat. 

2. To maintain the healthy growth the percentage of fat 
content in the milk must be kept at a constant level and 
not be allowed to fluctuate. ‘Therefore in treating any 
given case the examinations must be made frequently tu 
epsure that this constancy is present. 

3. To maintain both the necessary constancy of fat per- 
centage, and a good quantity of milk in the breast, the 
pursing mother must be fed with regular meals. 

4. Lastly—a point of physiological interest—that tle 
variations of fat are not dependent upon increasing con- 
centrations of the milk as lactation proceeds, but are actual 
variations in the secretion dependent upon some accidental 
and ss variation in the physical. condition of the 
mother, 
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LESIONS OF THE ISOLATED APPENDIX 
VERMIFORMIS IN THE HERNIAL SAC. 


By H. Tyrrett Gray, M.A., M.C.Cantab., F.R.C.S.Eng,, 
Casualty Officer, Hospital for Sick Children, Great Ormond Street. 


Inquiry into this subject was prompted by an unusual, 
and in many ways interesting, case which, by the kindness 
of Mr. Corner, came into my hands at Great Ormond 
Street about two years ago. 


On the ee i a of August 25th, 1908, the mother, whilst 
bathing a male infant of 8 weeks, noticed that the right side of 
the scrotum was swollen; the child, however, was lively and 
well up to the 27th, and the swelling did not appear tender. 
On the 27th, the medical man, in attendance for vaccination, 
noticed the swelling and sent the child to hospital. The bowels 
acted on the 26th, and, beyond a little regurgitation of food, 
there was no vomiting. No hernia had been noticed previously. 

On Adinission.—On the right side was present a large inguino- 
scrotal mass, tense, hard, and tender; the skin over it was red 
and the percussion note was dull. 

There was no impulse. The temperature was 97° F. and the 
child did not appear ill. 

Operation revealed brawny, oedematous and friable tissues 
which could not be easily iaeutified, and, on opening what sub- 
ssquently proved to be the sac of aright inguinal hernia, nothing 
but a solid mass resembling bacon fat was encountered. Im- 
bedded in this plastic exudate lay rather more than the distal 
half of the otherwise free appendix vermiformis. It was acutely 
inflamed, kinked, and perforated all but the peritoneal coat at 
its distal extremity. The appendix and caecum were drawn 
out of the wound, appendicectomy performed in the usual 
manner, the sac ablated, and the wound completely closed. 
Recovery was uninterrupted save for the occurrence of a stitch 
abscess which rapidly healed. 


There was no evidence of strangulation of the appendix, 
and the previous attempts at reduction by taxis, which 
fortunately failed, impressed me with the danger of prac- 
tising such manipulations unless a definite opinion as to 
the exact nature of the lesion can be arrived at; for death 
has been known to follow manceuvres which, as in the 


‘ present instance, were unsuccessfal.! 


An examination of the literature was undertaken to 
ascertain the relative frequency of appendicitis to 
strangulation (a point on which great difference of 
opinion is expressed), and, further, to estimate the possi- 
bility or impossibility of suspecting the nature of the 
lesion, and so perhaps to minimize the dangers of routine 
taxis. Again, these cases are deceptive at the time of 
operation; the inflamed appendix, for instance, has been 
mistaken for the spermatic cord, left alone, and caused 
the death of the patient, though the rest of the contents of 
the sac had been reduced.' These cases of hernia are 
rare, a8 may be judged from the remarks of Thiéry,? 
who, speaking in 1892, states that neither he nor Lucas- 
Championniére had ever seen an appendix as the sole 
content of a hernial sac. The differences of opinion as to 
the nature of these lesions is illustrated by the looseness 
with which the term “strangulation” is applied. Thus 
Knowles*® applies this term to a clear case of primary 
inflammation ; Quénu‘ demonstrated microscopically that 
his case was one of primary strangulation; Delore and 
Chalier® state that appendicitis is frequent but strangula- 
tion rare, and they deny that strangulation follows 
inflammation. Clogg® reports the successful reduction of 
the incarcerated appendix on fifteen occasions, and states 
that the appendix is usually free of adhesions, though 
Coley’ says it is adherent in eight out of every nine 
cases; but such disastrous results as those reported by 
Bichat* and Bouglé® should deter us from attempting reduc- 
tion by taxis unless a definite diagnosis can be arrived at. 
In support of the view of Delore and Chalier (loc. cit.), 
McAdam Eccles ° thinks that many cases of “strangula- 
tion” are really inflammatory in origin—a view coinciding 
apparently with the majority of expressed opinions. 

I have collected 58 cases from the literature, which, with 
the case just reported, makes up a total of 59; of these 
only 54 are available for analysis. Cases in which foreign 
bodies have been the exciting cause have been, with one 
exception, excluded from the list, because, unless the 
article is large enough to produce a typical acute attack 
(for example, a cherry stone), the majority present a mild 
clinical picture similar to the case published this time last 
year ;"’ further, the real nature of many of these cases is 
often not established until the formation of an external 
faecal fistula," 





Now, taking the series as a whole, the following appear 
to be the salient features serving to distinguish these cases 
more particularly from Richter’s hernia and incarcerated 
omentum. 

The extreme rarity of these lesions in children and 
infants is one of the striking features shown in the 
analytical table; for, with the exception of four infants 
under 2 years, no cases were found under 30 years of age. 
The onset is insidious, and the symptoms are progressively 
increasing in severity, unlike cases of strangulated 
omentum; indication of this is seen in the fact that the 
duration of the final illness was over five days in no less 
than 1.5 cases (six weeks, twenty-one and fourteen days being 
the longest), and over three days in 28 instances. Again, 
a large proportion of these herniae have never been 
previously noticed ; this is particularly applicable to the 
cases of strangulation, which, contrary to prevailing 
opinion, are exactly twice as frequent as inflammatory 
cases, 

The size of the hernia progressively increases, often to a 
large size (especially in the inflammatory cases), it is 
either hard or fluctuating, tender, and invariably there is 
an absence of impulse and a dull note to percussion. 

The skin over the hernia becomes red or oedematous at 
a comparatively early date, vomiting occurs in about half 
the cases and is rarely severe, while intestinal obstruction 
is infrequent. These statements, serving as a basis of 
—— will be confirmed by a reference to the 
table. 

Diagnosis will further be aided by an attempt to dis- 
criminate between intlammation and strangulation. The 
cases have been divided, for tabulation, into these two 
groups on pathological evidence at operation or autopsy 
(Table C), foremost amongst the indicatioas being 
evidence of constriction of the appendix. 

Table B gives the symptoms and physical signs, and 
A gives the history, sex, etc. The figures require a little 
amplification, but show, I think, that due allowance has 
been made for doubtful cases. 

Turning to the table, Table A, it will be seen that 
adult life is naturally responsible for more than half the 
strangulation cases, 75 per cent. of which are in femoral 
herniae, and nearly all of these in females; the inflam- 
matory cases, on the other hand, show an impartiality for 
both age, sex, and the situation of the hernia, in fact the 
inguinal herniae predominate (55 per cent.). In the 
majority of inflammatory cases the previous existence of 
a hernia was noted, unlike the strangulation cases; while 
the gradual onset during rest in the former contrasts 
effectively with the fulminating nature of the attack 
during exertion or activity in the latter—facts which agree 
with the age incidence already referred to. Again, it will 
be seen that appendicitis was more frequent in adult 
females than males, which is in accordance with their 
sedentary lives and the resulting constipation; curiously, 
however, strangulation, is also five times more frequent 
in adult women than men. The conclusion arrived at, 
therefore, is that strangulation is most likely to occur in 
femoral herniae on anatomical grounds. 

Turning now to the symptoms and physical signs 
(Table B), it is evident that an examination of the local 
signs, while affording evidence for the identification of © 
these cases collectively, offers no means of differentiating 
them from one another. 

Vomiting also occurred with equal frequency (48 per 
cent.) in both groups, but intestinal obstruction accom- 
panies strangulation far;more often than appendicitis ; for, 
whereas in the former there was retention of faeces in 
44.5 per cent., and of flatus in 51.5 per cent., in the latter 
both these features show a frequency of only 14 per cent. 
These figures are independent of sex or age. 

The appearances at operation or autopsy (Table C) 
sympathize closely with the details of narrative, sym- 
ptoms, and physical signs, in their respective divisions of 
the table; they show, moreover, that this grouping is 
supported by every kind of evidence. Thus oedema and 
friability of all the tissues, though only mentioned in 
3 cases, occurred in 100 per cent. of appendicitis but is 
never referred to in strangulated appendices. Further 
evidence is apparent on a comparison of the contents of 
the hernial sac; for, on the one hand, pus was present in 
85 per cent., and, on the other, in 25 per cent. of cases, 
of which, it must be remembered, strangulation had 
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ANALYTICAL TABLE OF RECORDED CASES. 


APPENDICITIS CASES. 
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Cases. Femoral. Inguinal. Chronic. Gradual Onset. | Rest. Male. Female. 
Infants Bel a 2 0 2 0 1 — 2 0 
(O—3 years) 
Children a 0 0 0 — _ | a oa = 
(3—16 years) } 
Adults 3... 9 5 4 ae: 6 | 1 3 6 
(30—60 years) (62 %) (66.5 %) (100 %) 
Advanced Age ne 7 3 4 5), 1 1 4 3 
(over 60 years) (100 %) (80 2) (100 %) 
Male ... waa ai 9 1 8 6 = = 
(85.5 %) (62 °%) (100 %) 
Female... see pe 8 6 2 2 5 = eg we 
(40 95) (71 95) 
18 8 10 10 it 2 — _ 
Actual percentage (44.5 90) | (55.5 %) (81 °) (73 9%) (100 %) 
where mentioned 
STRANGULATION CASES. 
Cases. Femoral. Inguinal Recent. Acute Onset. Activity. Male. Female. 
Z{nfauts see 2 0 2 2 2 _ 2 ie) 
(0-3 years) 
<hildren -= — _ — —_ = _ — 
(3—16 years) 
Adults ... ses 24 18 6 g 18 4 19 
(30—60 years) (40 %) (35 %) (56.5 9%) 
Advanced Ag re 10 9 1 > t 0 10 
(Over 60 years) (90 %) (30 9%) (30 %) 
Male ... “as was 6 1 5 2 5 — _- 
2infants) (66.5 9) (100 5) (100 %3) 
Female... ae as 29 27 2 1 24 15 — - 
(1 sex (59 % (85.5 %) (88 %) | 
uumen- 
tioned) 
36 27 9 19 28 17 j — 
Actual percentage (75%) (27 %) (65 9%) (32.5 %) (68 °5) 
where mentioned 
B. APPENDICITIS CASES. 
| Fluctuation, 
| Inflamma- 
Cases. Femoral. Inguinal. Tender. Dull. tion or No Impulse., Vomiting. | No Faeces. | No Flatus. 
Oedema of 
Skin. 
fntants... 2 0 2 1 1 0 1 1 0 0 
Children 0 0 0 = a = ne = ae 
Adults ... que 9 5 4 7 4 3 1 4 1 1 
(100 %) (100 %) (100 %) (100 %) (57 %) (14 %) (14 %) 
Advanced Age 7 3 3 5 2 . 1 2 0 0 
(100 9%) (100 %) (100 9%) (100 %) (40 %) | | 
“fale es 9 1 8 6 : 4 3 2 | fo) Q 
R (100 %) (100 “o) (80 %) (100 95) 33 %) } 
Female... 8 6 2 6 2 4 0 4 | 1 1 
(100 %) (100 %) (100 %) (80 %) | (20 %) (20 %) 
18 § 10 13 7 7 3 7 | ] 
Actual percentage (45.5 ‘ (55.5 %) (400 %4) (100 %) (100 %) (100 %) (48.5 9) | (14 %) (14 Ye) 
where mentioned 
STRANGULATION CASES. 
Fluctuation, 
Inflamma- ae - = 
Cases. Femoral. Inguinal. Tender. Dull. tion or NoImpulse. Vomiting. No Faeces. ‘No Flatus. 
| OQedema of 
Skin, 
tnfants ... a 2 0 2 2 — — 1 2 2 1 
Children a zee a = = = _— sd a 
Adults ... 24 18 6 18 2 4 2 ll 9 7 
(100 %) (100 °) (65 5%) (100 °) (41.5 %) (45 9) (36 %) 
Advanced Age oe 10 9g 1 9 1 6 2 5 3 5 
(100 %) (100 °%) (35.5 o) (100 %) (55 %) 44+ %) (37.5 %) 
Male 2. 6 1 5 -- 0 3 2 2 
(100 %) (75 %) (so 9 (50 %) 
Female... 29 27 2 25 _— 10 14 13 10 
(100 9%) (83 Yo) (100 %) (50 7a) 2%) 40%) 
26 27 9 29 3 10 5 18 15 ll 
Actual percentage 7§ %) (27 %) (100 %o) (100 “’o) (76 Yo) (100 °) (45 9G) } ) 51.5 %) 


where mentioned 
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Cc. ANALYTICAL TABLE OF RECORDED CASES (continued.) 


APPENDICITIS CASES. 


Contents of Hernial Sac. 


Friability 


Turbid 


The Tumour. The Appendix. 









































3 wis Small. Large. p,; 4 
F a of Evidence Per. Evidence 
~ S I ; OF | pam. f Con- | Gan- oe f 
: c & snes : e . . fe) or an a ) 
6 | § 3 Tissues. Pus. | Lymph. | Blood- <ion¢ Previous| Size at Gonstric. gestion.’ grene.| °°® | Inflam- 
a © stained Size of Opera- fon tion. nation 
U om = Fluid. Tumour. tion. : : 
aa _ an | 
Infants .. «. 2) 0 2 1 1 1 0 1 |oe; | ta2} 0 | 0 0 1 2 
Children ... .. 0 0 0 _ _ _ _ - — —- {| — -- — - — 
| 
Adults ses 9 5 q 1 5 1 1 3 0) + 4 | 0 0 3 6 8 
(100%) = (71.9%) | (25.90) | (33%) = (60 9%) | or—) (55 %) | 37%) | (75%) f (100 %Y 
Oldage ... 7 3 4 1 6 0 0 3 0) +=2 0 0 4 3 7 
(100 %) (100 %) (100 %)  or-—) (50 %) } (57 %) | (43 %) | (100 9%) 
Male... one ese 9 1 8 3 5 3 0 5 ony +=3 0 0 2 5 3 
(100 %%) (62 Yo) | (37.5 %) (100 9) , or— } (60%) ; (66 96) (55 96) | (100 %) 
Female... 8 6 2 — 6 | 0 1 2 01 +=4 | 0 0 3 4 c 
(85.5 9%) (14 %) (100 °%) of ) (sO %) | (60 °%) (57 %) (87.5 %Y 
18 8 10 3 12 2 7 7 0 0 7 9 7 
Actual percentage (44.590) (55.59), (10096) (85.5%) (25%) | (33.9%) ~~ (80.96) (52.5 %) (47 9%) (59 Go) | (100 %) 
where mentioned 
STRANGULATION CASES, 
Contents of Hernial Sac. The Tumour. The Appendix. 
= — Turbid . 7 
3 3 baie Evidence Evidence: 
4 | 8 | & | Friability pi. pympp, Bigba. Adhe- Previous gizeat! of  Con- Gan- Perfo- __ of 
2) g S of ve siteiaes Staincd 51°28. pumour, OPera- Constric- gestion | grene. ration, Inflam- 
s 2 Tissues. ager GEES?! “tion. tion. mation. 
iS) i no Fluid. 
} 0 ) 
Infants .. .«. 2 0 2 - 1 0 A = Phe +=] 2 2 | 0 0 0 
Children .. «2 — -i = —_ _ = —~ = = = Se ae a ce 0 
Adults eee ooo | BA 18 6 _ 0 0 1 + O 0 +=6 18 12 10 1 ten 
(88 So) or— (31%) ° (90 95) 57 %) | (47:90) | (5.9%) | (31 90) 
Oldage ... ow» | 4D 9 7 _ + 0 0 0’ +=2 a 4 5 2 4 
(50 %) (25 %) or— ) (22 %) , (100 %) | (44.90) | (55 90) | (22%) | (44%) 
Male vee oe 6 a > _— 0 0 2 0 0) +=2 + o 2 1 1(7days* 
(66.5 %) or-) (33%) (100 96) | (60%) | (40%) | (209%) | (20 9) 
Female... ow | 28 27 2 - 4 0 0 0) +=5 25 13 13 1 6 
(17.5%) (69.5 So) or— ) (20%) (96%) | (509%) (50%) | (3.5 90) | (22 Yo) 
1=14 (All ovex 
days; | 8 days 
2=8 | except 
days | 1 case) 
36 27 9 — 5 0 18 0 9 28 18 15 3 a 
Actual percentage (75 90) | (279) (25 3S) (56.5 Yo) (26.5 %) (95 %) (50.5%)! (51 9) | (13.5 Yo) (37.5 %o, 


where mentioned 





been present in one for fourteen duys and in two for cight 
days. Abandant lymph formation and adhesions, recent or 
of long standing (all signs of primary inflammation), were 
a prominent feature of appendicitis but never occurred in 
strangulation. Again, the nature of the hernia gives dis- 
tinct assistance in the differential diagnosis; for, of the 
inflammatory cases, 52 per cent. show a rapid increase in 
size of the hernia from its original size or from zero. In 
appendicitis the hernia is nearly always of considerable 
size, while in strangulation it is usually small except in 
cases of long duration. 

Finally, evidence of inflammation was found in 100 per 
cent, of appendicitis cases and in 37.5 per cent. of strangu- 
lated appendices, the high figure in the latter being 
explained by the long duration of many cases. 

Gangrene occurred with equal frequency in both, but 
perforation rarely occurred in strangulation (13.5 per cent.), 
frequently (59 per cent) in appendicitis; on the other 
hand, in the former evidence of constriction and conges- 
tion of the appendix occurred in 95 per cent. and 505 per 
cent. of cases respectively—pathological evidence which 
was never seen in appendicitis. On such statistics it 
cannot be doubted that the grouping is a correct one. 


CoNCLUSIONS, 
1. Strangulation is twice as frequent as inflammation. 
2. Diagnosis (collectively) rests cn the symptoms and 
local signs. 
5. Differential diagnosis rests on a combination of the 
following points: 





| 
| 





(a) Age and sex. 

(6) Situation of the hernia. 

(c) Narrative, past and present. 

(d) Local signs, particularly in regard to rate of 
increase and actual size of the hernia. 


4, Even at operation appearances are deceptive, the 


appendix is sometimes difficult to identify, and accidents 
may occur unless this possibility is borne in mind. 

Finally, death occurred in seven instances, and in every 
case resulted either from failure to realize in time the 
serious, though insidious, nature of the lesion or from 
attempts at reduction by taxis. These fatalities warn us 
against routine taxis, stimulate us to aim at a more detailed 
diagnosis of the contents of the sac in irreducible herniae, 
and call for earlier operation in doubtful cases. 
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DISCUSSION... 
Mr. R. Camppett (Wark) said that in a series of about 
2,000 cases of operation for inguinal hernia in infants and 
young children he had only once met with an instance of 
acute appendicitis in a hernial sac. In this case attempts 
had been made to reduce the hernia by taxis, and at the 
time of operation the appendix was found to be gan- 
grenous. Appendicectomy was performed, and a satis- 
factory recovery ensued. In two other cases the appendix 
was found adherent by its tip to the sac, and presented 
evidences of previous severe inflammatory trouble. It was 
interesting to note that in all three cases the hernia 
was being treated by a truss. He was of opinion 
that strangulation of an appendix by constriction due to 
the sac or the abdominal apertures must be exceedingly 
care, as the opening was usually large enough to permit 
the caecum to descend. 





BANANA FLOUR AS A FOOD FOR INFANTS. 
By Eric Pritcnarp, M D.Oxon., 


Assistant Physician to the Queen’s Hospital for Children. 


for many years past I have recommended the addition of 
mashed banana to the milk mixtures of artificially-fed 
infants; for I have found its antiscorbutic properties of 
value in the maintenance of nutrition. More recently I 
have been making experiments with banana meal made 
into a gruel or decoction as a substitute for the more 
expensive proprietary infant foods. The results so far 
have proved quite satisfactory. The chief objections to 
proprietary foods are, first, that they are expensive, and 
secondly, that they are either employed as substitutes for 
cow’s milk, or added in too large quantities. It is of great 
importance that infants should be taught early to digest 
cow’s milk; artificial substitutes for cow’s milk do not 
achieve that end, for they are mostly predigested. The 
digestion of cow’s milk is undoubtedly made easier for the 
infant by the addition of cereal decoctions and solution of 
gum or gelatine. The recent studies of Alexander and 
Bullowa' on the protective action of colloids in milk have 
afforded a scientific explanation of the empirical experi- 
ence that gum, gelatine, or cereal gruels, added to milk, 
facilitate the digestion of casein. 

It is, however, of importance, if cereal gruels are 
employed for this purpose, that they should not be given 
in excessive quantities before the infant has developed its 
power of diastatic digestion. Very thin gruels should be 
employed at first, and their strength progressively in- 
creascd; if this precaution is taken the cereal gruel serves 
the double purpose of promoting the digestion by casein 
and of developing the infant’s power of diastatic digestion. 
As cereal gruels I have employed barley water, bread 
jelly, oatmeal jelly, and barley jelly ; all these are excel- 
tent in their way, but the time and trouble required to 
prepare them properly deters many a poor mother from 
using these particular diluents. A decoction of banana 
gruel can be made more expeditiously owing to the solu- 
bility of the major portion of the carbobydrate elments. 
A satisfactory gruel can be made in a few minutes by 
rubbing up a heaped tablespoonful (1 oz) of banana flour 
with a pint of water, and then boiling for five minutes. A 
gruel made in this way has excellent colloidal properties 
when added to milk in equal quantity; it thickens the 
milk, and prevents formation of a leathery coagulum of 
casein, and satisfies the appetite of hungry infants more 
effectually than simple milk dilutions. The decoction made 
in this way has not an attractive appearance, for it 
48 of a light chocolate colour, owing to the presence 
of a pigment which tenaciously adheres to the starch 
molecules, and which cannot be bleached by ordinary 
bleaching reagents. It has been urged against bananas 
and banana flour that the contained fibre has an injurious 
influence on the delicate mucous membrane of the infant's 
tntestine, I cannot say that my personal experience sup- 





ports this view. And I prefer the crude flour to the more 

highly refined preparations which are sold under fancy 

names as banana meal freed from all fibre. The white- 

ness of these preparations and their general character 

leads me to suspect that they contain very little of the 

yy sige banana, and a large proportion of ordinary cereal 
our. 

The nutritive properties of banana flour are high, as is 
shown by the following figures, which represent those of 
an analysis made by Professor A. H. Church of a sample 
of banana meal (Jamaica) : 


Water... aa aaa ee 15.5zper cent. 
Albaminoids ‘ rer wat, 2 fe 
Starch, sugar, gum, etc. ... aaa Gan <a 
Oil pee aa aa 1.0 

Fibre ea aa aaa ace it 

Ash ea <e wae eae 


Many analyses give a higher value for the albuminoids ; 
this, according to Professor Church, is due to the fact 
that the whole of the nitrogen present in banana meal 
does not exist in albuminoid form, but part in the form of 
amides, and allowance for this has not been made by those 
who have conducted the analyses. 

With the exception of the lower proteid content, banana 
meal compares favourably as a food with most cereal 
flours. Although occasionally used in the West Indies as 
an exclusive food for infants, it is obviously highly 
unsuited to this purpose, but in the form of a decoction it 
is an excellent diluent of cow’s milk. 

REFERENCE. 

1 Protective Action of Colloids in Milk, Archives of Pediatrics, 

January, 1910. 


DISCUSSION. 

The Presipent and Dr. J. H. THursFietp asked ques- 
tions as to the age at which starchy foods might safely be 
given to infants. Dr. Pritcuarp replied that in small 
doses they might be begua when the child was no more 
than a week or two old, and be given in increasing amounts 
as the infant’s tolerance for them grew greater. 


THE RADICAL TREATMENT OF TUBERCULOUS 
DISEASE OF THE TARSUS AND 
ANKLE-JOINT. 

By Jas. KeocH Murpny, M.A., M.C.Cantab., F.RCS., 


Senior Assistant Surgeon, Paddington Green Children’s Hospit 1; 
Surgeon to the Miller General Hospital for South-East 
London. 

Like all who are brought into close contact with the 
surgical aspect of disease in children, I am far from even 
dreaming of the radical surgical treatment of tuberculosis 
generally; for example, in the treatment of the hip, the 
spine, and, above all, the knee, I am conservative (to the 
backbone?) ; here, of course, the reasons for conservation 
are apparent to all. Still, in dealing with tuberculosis, if 
we leave these regions behind and consider those of the 
shoulder and elbow, we may find ourselves involved in 
honest doubt and scepticism, although when we consider the 
treatment of the metacarpal and metatarsal bones—the 
so-called spina ventosa—our conservative views are 
restored. Still, I venture to think there are two situations 
where we may well think of other measures—that is in the 
diaphyses of the long bones and in the short bones either 
of the carpus or more especially of the tarsus as well as in 
all the joints in connexion with them, more especially the 

ankle- joint. 

With regard to the diaphyses: It appears to me that 
we surgeons in the South of England see very little of 
diaphyseal tubercle, although it would seem to be com- 
paratively common in the North of England and in Scot- 
land. ‘The brilliant results obtained by my friend Mr. 
Harold Stiles of Edinburgh, by Mr. Chiene and others, 
show that here at any rate the radical treatment by 
removal gives the best possible results, and it would be 
difficult indeed to withstand their conclusions. 

With regard to tubercle in the carpus, I cannot claim to 
have any experience of this condition in the young. In 
the past ten years I have not seen a single instance of it 
in my practice, therefore I do not feel myself justified in 
inclading this joint, although, from what I have seen of its 
results in adults, either when untreated or else treated 





a 


1146 sore: Jounsat 


SECTION OF DISEASES OF CHILDREN. 





[Oct. 15, 1918, 








radically at a later stage, I aimit I have a great longing to 
observe the effects of radical treatment by excision in an 
early stage—I mean b.fore the tuberculous process has 
spread out its claws end gathered tendon sheaths, liga- 
ments, and all surroundiog parts into one chaos of 
destruction. “4 

I therefore turn to the treatment of tubercle in the 
ankle and tarsus in the young. I am interdicted in the 
scope of the present short communication from including 
statistics obtained from various sources; I will, therefore, 
merely state my own views and the results obtained:from 
following them out. 

The subject of tuberculous disease of the tarsus and 
ankle-joint is curiously ignored both in textbooks and 
other works which deal with the subject. Amongst them 
I find two remarkable statements, which are of interest: 

(1) The os calcis does not regenerate ; (2) when the common 
Synovial membrane on the inner side of the tarsus is involved, 
amputation is necessary. 


Both of these are quite incorrect. 

It is difficult to obtain definite statements as to either 
the prognosis or the frequency of tuberculous disease of 
the tarsus. My own personal knowledge of the affection 
has not been a happy one, and I approached the condition 
four years ago with a knowledge of its gravity and 
an impression that amputation, after much local surgery of 
@ minor character, was almost the rule. My investigations 
subsequently have convinced me that my first conclusions 
were very nearly rightas the frequency of this condition. 
All would seem to be agreed that it is rare. Here, again, 
I will not roam into statistics, but I may be allowed to 
point out that out of the large number of cases of tuber- 
culous disease which have passed through my hands in 
the past four years I can only produce the following 
instances of disease of the tarsus or ankle-joint : 

‘“‘ Internal” tarsal disease, 3 cases; all primary (using the 
term for cases not previously operated gn). 
Disease of os calcis, 2 cases; 1 primary, 1 secondary. 
Tubercle of ankle-joint, 4 cases; all primary. 
No other cases of tubercle in this region were seen by 
me; thus I can refer only to these few cases, although 
they form a complete series. 

In these I have adopted one uniform line of treatment, 
and one only. At the first possible moment I have 
endeavoured to find the extent of the disease in the bones 
by skiagrams (and here I would wish to acknowledge my 
great indebtedness to my friend, Mr. A. D. Reid, for his 
skill in this most difficult department). This having been 
settled, I tried first the results of rest and general treat- 
ment for a varying time, keeping a careful check on the 
condition of the bones, not only by external examination, 
but by skiagrams. In not one case did the condition 
improve; on the contrary, in the tarsal cases there was a 
rapid extension of the disease, while in the ankle. joint 
cases the knowledge that the bones were comparatively 
free, together with an obvious increase in the swelling 
about the joint, allowed no further hesitation. 


Operation, 

The aim of all such operations, if undertaken at all, 
should, of course, be to remove every particle of tuber- 
culous tissue, whether synovial membrane or bone. In 
practice this is a matter which is very difficult to accom- 
plish. In my experience tubercle of the tarsus is essen- 
tially a diffuse process, extending to, and involving, bones 
and synovial membranes alike, and spreading rapidly. 
I have entirely failed to find those sequestra which have 
been spoken of, nor have I found any definite inflam- 
matory barrier between healthy and tuberculous tissues. 
How, then, is one to be guided ?—partly by the skiagram 
(here the blurred periphery and outline of a tarsal bone is 
of great value as indicating disease, while the general 
ra! efication is of little value, as this is common in the 
neighbourhood of all tuberculous disease, as well as in 
bones which, whether tuberculous or not, have been kept 
for prolonged periods at rest). Apart from the skiagram, 
I would contend that there is a very different tactile 
impression conveyed by healthy tarsal bones at all ages, 
from that of tuberculous bo=e, even in the early stages of 
infection. Little else need be said with regard to the 
question of tarsectomy. I have made use of curved 
incisions across the tarsus, and have not hesitated to 
divide tendons where I could not draw them conveniently 





aside, subsequently bringing them together. Ligaments 
and periosteum, where possible, have been left, but it is 
right to state that I have not attempted in these cases to 
perform a set subperiosteal resection. In the earlier cases 
I used a drain for thirty-six hours. 

Arthrectomy of the Ankle-Joint.—I would wish to call 
attention to the method in which this has been done. It 
will be conceded that if such an operation be performed it 
is essential that, every fragment of tuberculous tissue 
should be removed, and not only that, but that the 
bones which enter into the joint should be most carefully 
examined. me 

Now in this joint skiagrams, however excellent, will give 
us but little idea of the particular part of the astragalus and 
the ends of the tibia and fibula. From what I have seen 
of tuberculous disease in this joint, the following appears 
to hold good : ; 

1. Although in young children the disease appears to 
begin in the synovial membrane, the broad upper surface 
of the astragalus is almost always affected, and the tuber- 
culous disease is here, as in the rest of the tarsus, & 
diffuse process extending down to the neck, and extending 
rapidly at a very early date. } 

2. The inferior tibio-fibular joint is almost always 
affected. ; . 

3. The tuberculous synovial membrane is particularly 
thick at the back of the capsule of the joint, and tends 
to be herniated through the openings in the capsule which 
here exist. ° 

I do not propose to enter here into the general results 
of arthrectomy of the ankle-joint for tuberculous disease. 
but it will, I think, be admitted that they are not alto- 
gether satisfactory. To quote from Kocher, “It does not 
always give satisfactory results, and hence constant 
endeavours have been made to improve the technique. 
Numerous incisions have been advised, such as the 
antero-lateral incisions of Vogt; the bilateral incisions 
with chiselling off the malleoli of Koenig and Rideal :. 
the same with posterior incisions (Schmidt) ; transverse 
incisions of various authors with or without posterior 
vertical incisions; the external curved incision of Kocher 
himself, etc. All these I have tried—some on_ the 
cadaver and some in other cases, and as a result, in 
the series of cases 1 now submit I have made use of a 
curved anterior incision, turning up a large anterior flap. 
The lower end of this incision corresponds to the mid- 
tarsal joint, and its sides are rather to the posterior aspect 
of the malleoli. The skin flap is turned up a short dis- 
tance and all the tendons in front of the ankle-joint are 
divided one by one and their ends secured ; the deep tissues 
in front are now turned upwards, the vessels being secured 
and divided. The bulging capsule of the joint is now 
incised freely from side to side and the lateral ligaments 
nicked in front. The joint is now forcibly extended and 
an easy and perfect view is obtained of the entire joint 
cavity. The next step of the operation consists in the 
removal of what is necessary of the astragalus. y 

It has not been found necessary to remove the entire 
astragalus in any of the cases I submit, but in all four 
its upper portion was removed right down to the 
neck. Every particle of tuberculous synovial mem-_ 
brane is next readily removed from the back of 
the joint, and the only difficulty which remains is 
clearing the inferior tibio-fibular joint. I found that a 
wedge-shaped piece of the tibia had to be removed 
in two of my cases in order to clear out all the synovial 
membrane. The capsule of the joint is now closed witb 
sutures, if possible without drainage. I drained only one 
of my cases, as in this case there were acute abscesses 
outside the joint as well as acute suppuration inside the 
joint (case of a boy aged 1: years). The tendons 
are then united and the flap closed. The operation is a 
severe one, but I submit that it offers by far the best view 
of the joint and allows a complete and thorough operation 
to be readily performed. 

My results in four consecutive cases show what may 
be expected, and I am gratified to know that my 
friend and colleague, Mr. Burghard, and Mr. Harold Stiles 
of Edinburgh have now both adopted this plan. 

After-Treatment.—One uniform plan of after-treatment 
was employed—to keep the joint at rest for at least one year. 

Results.—Out of nine cases, one of which was an old case 
of disease of the os calcis with sinuses on both sides of the 
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ankle, and tuberculous masses extending along the tendons 
on both sides of the ankle and under the tendo Achillis, the 
following bad results now remain: (1) Slight flat-foot in 
a girl aged 43. There was flat-foot before the internal 
tarsectomy; a large amount of the tarsus was removed, 
and tuberculous material was found in the sheaths along 
the tibialis posticus tendons, some of which had to be 
divided. (2) Slight equino-varus in a boy, aged 1}, who 
had acute tubercle of the ankle-joint. There is good 
movement of the ankle-joint, and the condition can very 
soon be remedied. 

Good Results.—With the exception of the above recovery 
has been perfect in all nine cases. Nearly all have passed 
through the probationary period, and are now walking 
about with perfect use of the feet. In none of the series 
has there been the slightest return of tubercle, and skia- 
grams have shown that the joints are perfectly healthy, 
and that there has been remarkable regeneration of the 
pone. Thus I am led to submit that, so far as this series 
of cases is concerned, the results of tarsectomy are satis- 
factory, and the results of a complete arthrectomy of the 
ankle-joint for tubercle most gratifying. 
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PRESIDENT’S INTRODUCTORY REMARKS. 


THE PresipENt, Professor Arthur Keith, after addressing 
a few words of welcome to those present, brought forward 
the question of the supply of anatomical material. The 
informal discussion which followed ended in decisions to 
the effect that it was desirable that concerted action in the 
matter should be taken by the representatives of all 
medical schools in the country, and that such of those 
present as were licensed teachers should constitute them- 
selves a committee to consider the supply of material for 
anatomical work and the teaching of operative surgery 
throughout the United Kingdom. 


THE PHARYNGEAL TONSIL. 
By J. Syminaton, M.D., F.R.S., 


Professor of Anatomy, Queen's University, Belfast. 


THE position and relations of this mass of lymphoid tissue 
have not been investigated with the care that might have 
been expected from its clinical importance, and our text- 
books of anatomy are singularly deficient in illustrations 
of its appearance and topography. The pharyngeal tonsil 
must be studied in children, as it generally undergoes 
almost complete atrophy?soon after puberty, and its posi- 
tion is such that it cannot easily be exposed so as to admit 
of a thorough examination either during life or after death. 
It is owing to these circumstances that the description and 
figures of this structure are so defective. 

The following observations are based mainly upon the 
examination of specimens in which this organ was exposed 
either by making median sections of the head or by means 
of a special dissection of the naso-pharynx from below. 

In a median section of the head of a child 3 years old 
the pharyngeal tonsil is seen in the roof of the naso- 
pharynx extending backwards and downwards from the 
posterior edge of the nasal septum to a point opposite the 
middle of the basi-occipital bone. Its upper or attached 
surface is in direct contact with the thick periosteum 
covering the basi-occipital and basi-sphenoid bones, and 
its free surface looks towards the upper two-thirds of the 
soft palate. It ends posteriorly in close relation with the 
upper border of the superior constrictor of the pharynx, 
and at this level the roof of the naso-pharynx may be 
conveniently described as becoming continuous with the 
posterior wall. 

The position of the pharyngeal tonsil in the median 
plane is obviously of importance in connexion with opera- 
tions for its removal, yet textbooks on the applied anatomy 
of this region either make no attempt to define the 
extent of the pharyngeal tonsil or contain misleading and 
€rroneous statements on the subject. Thus Chauveau' 
states that the pharyngeal tonsil occupies the posterior 
two-thirds of the roof of the naso-pharynx, and encroaches 





behind upon the anterior arch of the atlas, and Disse? 
defines the posterior wall of the naso-pharynx as ending 
at the lower border of the anterior arch of the atlas, and 
to be destitute of muscle. 

The posterior wall of the naso-pharynx may be regarded 
as extending from the level of the middle of the basi- 
occipital bone to the lower border of the anterior arch of 
the atlas. A naked-eye examination shows that this part 
of the pharynx contains the superior constrictors, and is 
lined by a thin mucous membrane which in microscopic 
— is found to be practically devoid of lymphoid 
issue. 

The definition of the pharyngeal tonsil given by 
Chauveau does not place its anterior border sufficiently 
far forwards, and makes it extend too far downwards and 
backwards. 

The best method of obtaining a surface view of the 
pharyngeal tonsil is to expose it from below by cutting 
through the cheeks horizontally backwards from the 
angles of the mouth, dividing the muscles of mastication, 
removing the lower jaw, separating the atlas from the 
skull, and then carefully taking away the soft palate. In 
a@ specimen prepared in this way made from a child 
18 months old, the pharyngeal tonsil forms a triangular 
prominence in the roof of the naso-pharynx with its blunt 
apex near the nasal septum and its base at the junction of 
the roof and posterior wall. It is bounded on each side by 
a well-defined groove which separates the lateral wall 
from the roof of the naso-pharynx. This prominence is 
composed of a number of folds radiating outwards and 
forwards from a median recess commonly known as the 
pharyngeal bursa of Luschka. The number and position 
of these folds and of the deep fissures separating them vary 
somewhat. Thus a median fold may pass forwards from 
the pharyngeal bursa towards the nasal septum, or a 
fissure may extend forwards from the bursa so as to divide 
the pharyngeal tonsil into two lateral halves. The fissures 
passing forwards often form curves with their convexity 
outwards, while those near the base of the tonsil are 
generally straight and nearly transverse in direction. The 
pharyngeal bursa lies close to the base of the tonsil, and so 
far as a naked-eye examination can determine, it appears 
to form a simple blind recess. 

On microscopic examination these folds are composed 
mainly of a dense mass of diffuse lymphoid tissue traversed 
by the ducts of more deeply placed mucous glands, and 
covered superficially by epithelium. The pharyngeal 
tonsil is distinctly visible to the naked eye during the 
later months of fetal life, and it usually increases gradually 
in size during the first six or seven years after birth. Not 
infrequently it begins to atrophy after this period, so that 
by the tenth year the roof of the pharynx is smooth. 

A much more abundant supply of material than I have 
had at my disposal is necessary before I could form any 
satisfactory estimate of its normal size at different periods 
of life. The points of practical importance are the degree 
to which it extends downwards and forwards towards the 
soft palate, so as to diminish the lumen of the naso- 
pharynx, and also to what extent the lymphoid tissue of 
which it is mainly composed is liable to invade the 
neighbouring mucous membrane. 

In a well-developed boy, 3 years old, the distance from 
the cranial periosteum, where the tonsil was attached, to 
the posterior surface of the soft palate was 15 mm., and 
this space was about equally divided between the tonsil 
and the cavity of the pharynx. I know of no data by 
which such a development of the pharyngeal tonsil could 
be defined as normal or pathological, but in my limited 
experience it does not represent an excessive growth for 
children about this age. I have never seen the pharyngeal 
tonsil to project forwards on to the posterior surface of the 
soft palate so as to exclude the naso pharynx, but in a 
median section of the head of a boy 9 years old it was 
about twice as large as the corresponding diameter of the 
naso-pharynx. In this case there was un obvious hyper- 
trophy of the lymphoid tissue, and the naso-pharynx was 
nearly full of mucus, so that nasal breathing must have 
been practically absent. 

Hypertrophy of the pharyngeal tonsil is often credited 
with causing obstruction to the E -t-chian tube. It 
might conceivably do this (1) by tle tonsil projecting 
downwards sufficiently far to cover oer their orifices; 
(2) by the tonsil extending outward into the fossa of 
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Rosenmiiller and pressing against the postero-internal 
wall of the tube; or, lastly, by an extension of” the 
lymphoid growth on to the lateral wall of the naso- 
pharynx and into the lining membrane of the tube. 
I have not had the opportunity of seeing any specimens 
in which I could satisfy myself that obstruction was 
produced in any of these ways. 
REFERENCES. 


1 Le Pharynx, Paris, p. 150. 2?Heymann’s Handbuch der Laryngo- 
logie und Rhinologie, Bd. II, p. 20. 


DISCUSSION. 
Professor Ertior Situ (Manchester) pointed out that 
the pharyngeal tonsil was frequently seen in the adult, 
He had seen it well developed in a person 50 years of age. 


Professor Fawcett (Bristol) said he was particularly 
interested in the microscopical anatomy of this region, and 
asked for further information regarding this, and also the 
pharyngeal bursa of Luschka. It was generally accepted 
that this bursa, or pit, was too far back to be associated 
with the pouch of Rathke; but what was it? 


Mr. P. T. Cryer (Queen's University, Belfast) said the 
usual adenotome could not in a large number of cases 
reach the posterior border of the septum, owing to the 
handle pressing on the lower incisors, and therefore if was 
not sufficiently recognized that the tonsil was situated 
immediately behind the septum. 


In his reply, Professor SyuincTon quite agreed that the 
bursa was sometimes seen in adults, but in his opinion this 
was infrequent. Histologically the folds he described were 
compressed lymphoid tissue and mucous glands, and from 
a consideration of this, as well as from its topography, he 
would limit the operation for removal to the middle line. 
In reply to Professor Fawcett, he was not prepared to 
explain the full significance of the interesting bursa first 


‘ described by Luschka. 





THE EARLY DEVELOPMENT OF THE 
EUSTACHIAN TUBE AND NASO- 
PHARYNX. 

By J. Ernest Frazer, F.R.C.S., 


Lecturer and Senior Demonstrator of Anatomy, King’s College, London. 


The Eustachian Tube. 

Ir is generally stated that the Eustachian tube and 
tympanic cavity are derived from the first inner cleft 
recess, but writers have not been wanting who claim 
the second cleft as that immediately concerned in their 
formation. In the course of investigations into the 
development of the respiratory areas of the early human 
pharynx I have had reason to adopt a more extended 
view of the origin of the tube and middle-ear cavity, and 
to regard them as derived from a recess tuat is really 
a part of the pharyngeal cavity, containing in its walls 
first, second, and probably third arch elements. 

In this investigation use has been made of reconstruc- 
tion models and of examination of serial sections; the 
embryos employed have been of various ages and sizes, 
from 5 mim. upwards, but as the object of this paper is 
best served by studying embryos after the first month 
I have merely used the younger specimens for comparison. 

Models have been made, of various sizes, of the follow- 
ing stages: 12 mm., 16 mm, 17 mm., 20 mm., 22 mm., 
27 mm., 35 mm., 40 mm, 48 mm., and separate models 
have been made of the cavities only in some cases. 

Figs. 1 to 4 illustrate the change in shape that tbe 
pharynx undergoes in the course of the first month of 
development. The drawings are in outline, but are made 
to scale from the models in my possession, and the transi- 
tion from the early form to that of the end of the first or 
beginning of the second month is easily followed. 

At the end of the month the cavity in front of the 
position of the third arches shows a relatively great 
widening reaching toward the surface, and the first and 
second lateral pouches project from this area; the first 
pouch is situated about halfway along its antero-posterior 
length, and practically comes into contact with the surface 


at the first outer cleft, while the second pouch is placed. 





just internal to the posterior angle. This broad recess on 
each side is modified to form the tube and tympanum, an@ 
can be referred to for brevity as the ‘“ Eustachian recess,” 





Fig. 1.—Embryo 5mm. Numerals Fig. 2.—Embryo 7 nm 


indicate visceral arches. 





Fig. 4—Embryo 12 mm. 


Fig. 3.—Embryo 8.5 mm, 


At this stage it is easy to trace the second inner cleft as 
a groove leading from the lateral pouch to the middle line, 
The pouch itself is well marked and distinct, and the 
groove runs along the floor of the recess near its posterior 
margin; the roof and floor are nearly in contact at this 
period, so that the line of the groove almost corresponds 
with their line of junction, and this area is almost cer- 
tainly composed of third-arch elements. 

It is evident that the floor of the recess is formed by the 
lateral parts of the first and second arches; its front part 
rests on the mandibular mesoblast, now about to grow 
rapidly, and the bar of the second arch passes inwards 
under the hinder part of the floor. Above it, the auditory 
vesicle, with its surrounding mesoblastic capsule, extends 
inwards as far as the junction of the recess with the 
general cavity of the pharynx, and the dorsal aorta in 
front of the third aortic arch (internal carotid) runs 
forward over it, between it and the under part of the 
capsule. The seventh nerve, passing down in front of the 
main mass of the capsule (and giving the great superficial 
petrosal nerve forwards and inwards) turns back between 
it and the recess, some little distance outside the artery 
and immediately internal 
to the vena capitis later- 
alis; it then turns down 
behind the first pouch to 
enter the mass of the 
second arch, giving the 
chorda forwards and in- 
wards under the floor of 
the recess. 

The mesoblastic con- 
densation of the second 
arch bar turns up from 
below outside and in front 
of the second pouch and 
close to it, while the rudi- 
ment of Meckel’s cartilage 
is immediately in front of 
the first pouch. A scheme 
of these relations is shown 
in Fig. 5. 

The ganglionic mass of 
the glosso-pharyngeal is behind and below the auditory 
capsule, just outside the artery, and above and rather 
behind the recess, and nearly in contact with it; the 
nerve itself passes down a little distance behind the 
back margin of the recess, and then bends inwards and 
forwards under the pharyngeal floor. It gives its tympanic 
ramus above the ganglion downwards and forwards to 
the roof of the recess. 

A large artery—the stapedial—runs out on the roof from 
the internal carotid, under the auditory capsule and over 
the ramus tywpanicus, to pass into a thick mesoblastic 





_Fig. 5.—Scheme of upper rela- 
tions in fourth to fifth week. 
I. II, First and second pouches. 
VII, Facial nerve (this should 
turn down further forward). 
1X, Glosso-pharyngeal nerve. 
IC, Internal carotid giving off 
stapedial artery. O, Indicates 
the position of the inner part 
of otic capsule. M1, M2, Meso- 
blast of first and second arches. 
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mass—the future stapes—-connected with the end of the 
styloid condensation; it then turns forward over the roof 
and is lost.” Q 

By the sixth week the shape of the Eustachian recess 
has been slightly modified ; it shows (Fig. 6) as a more 
evident diverticulum of the pharynx, but its various parts 
are recognizable and easily comparable with those of the 
fourth and fifth week. The first pouch is external, and 
the second at its posterior angle, and from this a groove 
can be traced mesially to run into that between the tongue 
and epiglottic rudiments. The front part of the recess, 
which shows in the fourth to fifth week a slight upward 





Fig. 7.—Scheme of upper rela- 


Fig. 6.—Model of cavity from 
above; sixth week. I, Il, First tions in sixth week. M,IN,5, 


Rudiments of malleus, incus, 
and styloid bar. Other refe- 
rences as in Fig. 5. 


and second pouches. 


inclination, is more decidedly bent up in the sixth week, 
owing to the growth of the mandibular condensation that 
forms its floor. For the same reason, and owing to the 
growth of the tongue rudiment, the inner end of the first 
groove is somewhat flattened out, but the outer end 
remains as a well-defined sulcus, leading to the lateral 
pouch, and with a broad but slight elevation behind it and 
in front of the second groove, marking the position of the 
second arch, where the floor lies on the styloid bar. 

The upper relations at this stage are shown in Fig. 7. 
The upward bend of the front and outer part of the recess 
tends somewhat to uncover the chorda tympani. 

Mesoblastic thickening has led to a partial separation 
between the recess and the outer cleft, and has caused a 
prominence (?incus) behind the first pouch, with a secondary 
diverticulum between this prominence and the original 
prominence of the styloid bar; the incus rudiment is 
continuous with Meckel’s bar above the first pouch. 

The constitution of the recess remains as described with 
but little alteration till the ninth week. 1t does not grow 
in breadth—which was originally its antero-pcs‘erior 
length—at the same rate as the growth in length of the 





Fig. 8 -Model of cavity from 
above; seventh week. 


Fig. 9.—Wall of pharynx and 
recess in ninth week, looked at 
from above, showing the area 
(X) where the wall of the recess 
is disappearing. 


general cavity, so that its opening becomes slightly smaller 
in proportion, but its length is very slightly increased in 
proportion to the width of the general cavity. Asa result 
ig forms a more prominent and definite process, directed 
outwards and backwards and very slightly upwards, and 
somewhat twisted on its long axis, so that its sharp front 
border tends to be antero-superior (Fig. 8). 

In the ninth week changes occur that modify consider- 
ably the structural value of the parts. The hinder and 
lower part of the wall of the recess, including the second 


Many of these relations are visible in a model made for other pur- 
poses from a12mm. embryo that was kindly lent to me by Professor 
: awcett, and for which Idesire to take this opportunity of thanking 

lim, 





groove and part or the whole of the second arch, atrophies 
and disappears in part—that is, the atrophy affects the 
central and inner part of the region, leaving the outer or 
tympanic part unaffected. The extreme inner end of the 
recess also escapes, so that the second cleft is still repre- 
sented at the opening into the pharynx. The extent of 
this atrophy in a model from a 35 mm. embryo is shown 
by Fig. 9, but it must be remembered that only the general 
shape of the recess is shown from the outside, owing to 
the thickness of the walls in the model. The atrophied 
portion is found microscopically as a definite band of cell 
layers, staining darkly, extending from the pharyngeal 
wall to the tympanum and running through some dozens 
of sections. 

The condition is still visible in a specimen slightly 
older, but [ have not yet been able to find it in a less 
advanced stage. Its appearance under the microscope 
suggests that the cavity is obliterated by epithelial adhe- 
sion, with subsequent disappearance of the walls. In this 
way the future narrow tube is marked off for the first time 
from the larger tympanic cavity, which is in contact in its 
lower and inner part with the external depression (tym- 
panic plate); the cartilaginous ossicles separate the two in 
the upper part. 

Whatever may be the cause of this atropby it does not 
affect the tympanum, and here the second pouch and outer 
end of the groove can be found, bearing the same relations 
as before. The inner end of the second groove a'so 
remaining runs out of the pharyngeal opening, downwards 
and backwards, as in earlier specimens, but now an exten- 
sion of the palatine ridge has taken place, cutting across it 
and dividing it into a part above the ridge in the mouth of 
the recess, and one Jelow, which is the future tonsillar 
fossa. 

To make clearer the operation of this new factor, it will 
be convenient to consider here the pharyngeal opening of 
the recess as seen from within. It is evident from its 
mode of formation that the recess will open in the early 
stages as an elongated slit. The front end of this slit is 
slightly turned up, resting on the mandibular arch, which 
is forming the maxillary process here, and thus the pala- 
tine ridge of the maxillary process commences below the 
front part of tbe slit-like opening, and separates it from 
the general mouth cavity. 

The earliest stage of the palatine ridge is visible in the 
fourth to fifth week model as a slight rounded prominence 
in this situation. The palatine ridge grows rapidly, and 
extends back below the opening of the recess (which 
maintains its slit-like appearance) til], in the eighth week, 
it reaches the front of the second groove. This is 
emerging from the opening and running to the glosso- 
epiglottic sulcus, but is obliquely directed owing to the 
growth of the tongue structures and the proportionately 
smaller size of the opening. 

By the end of the eighth week the palate fold has ex- 
tended back across the second groove, and in the ninth 
week forms a thick bar across it, both behind and above it, 
on the side wall and roof of the pharynx. 

The nature of the backward extension cannot be made 
out definitely after it has become superficially visible, but 
examination of an embryo of 17 mm.—but undoubtedly 
older than this measurement indicates—gave a clue to its 
mode of formation. The palatine and maxillary processes 
were composed of condensed undifferentiated mesoblast, 
into which a sharply marked wedge of loosely arranged 
cells—evidently early muscle—was extending from the 
similar cells that formed the pharyngeal wall behind the 
second cleft, passing under the floor of the groove, and 
probably therefore owning a third-arch origin. This 
observation suggests that the “ backward extension” is in 
reality a forward one, secondarily reaching the palatine 
process, and carrying muscle cells into it from the 
pharyngeal wall (third arch). 

The change of position of the opening and the palatal 
extension—becoming the posterior pillar of the fauces—is 
seen in the models at various stages in embryonic life; the 
position of the opening is said by Kunkel! to Jie below the 
palate in the fetus, on the same level at birth, 3 to 4 mm. 
above it in the fourth year, and 10 mm. above it in the 
adult. 


| Quoted in Cunningham’s Texrttook. Ihave not been able to refer 
to the origina], so do not know in what sense he uses bis terms of 
position : I suppose he alludes to the hard palate. 
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The line of the slit-like opening changes its direction 
with the plane of the recess as a whole. The commence- 
ment of the change is seen in the figures, and is due 
apparently at first to the rapid growth of the underlying 
mandibular arch ; later, possibly, the atrophy of the lateral 
parts of the second and third arches may join with the 
growth of the otic capsule and change in the direction of 
the pharynx as a whole tocontinue thechange. The result 
is that the original front border of the recess becomes the 
upper margin of the tube and its original roof becomes 
its inner or posterior wall, while its floor forms the front 
wall and lies against mandibular structures, 

The tube increases in length, probably owing to its 
association with the growing auditory cartilaginous capsule, 
and this increase appears greater because of the very slight 
addition to its breadth; the depth of the recess in the 
sixth week is about three-quarters of the breadth of the 
pharynx internal to it, equals it by the end of the second 
month, and is more than half as much again by the middle 
of the third month. This later more rapid increase in 
length seems to occur principally in the tubal portion, and 
may be accounted for by the atrophy of this part rendering 
it less resistant. 


The Naso-pharyne. 

This region has not got such a definite developmental 
value as the tube and tympanum, and is to be regarded as 
a secondary enlargement of the primitive pharynx, mainly 
affecting its roof. It would be necessary to enter into 
some account of the development of the nose if a full 
description were required of that of the naso-pharynx, but 
for the purposes of this paper it will be sufficient to give a 
more general outline of its formation, and show that if a 
line is drawn from the pyriform fossa (third lateral pouch) 
upwards behind the pharyngo-epiglottic fold to the lower 
part of the Eustachian orifice, and then from the upward 
part of the opening forwards and inwards to the lower end 
of the septum, the structures lying above and behind that 
line are derived from the roof, and those below from the 
floor, of the primitive pharynx ; thus, in the naso-pharynx, 

‘practically the only parts not derived from the primitive 
roof are the upper surface of the soft palate, the front wall 
of the tubal orifice, and the levator cushion. 

The mode of formation is shown schematically in Figs. 
10, 11, and 12. 

The primitive pharynx is fairly closely applied to the 
ventral aspect of the brain capsule, and has its floor and 
roof almost in contact, so that, when the cavity is ‘opened 
up ”’ by the tongue growth, the roof will become somewhat 
concave from side to side, but the greatest amount of 
increase in vertical depth will be brought about by down- 
ward displacement of the floor. The depression of the 
lower jaw in forming the front part of the mouth cavity is, 
from this point of view, of essentially the same nature. 

The original stomadaeum is in continuity with the 
curved line of the foregut in direction (Fig. 10), and, at the 
junction of the two areas, the maxillary process of the first 
arch projects laterally into the cavity, causing a rounded 
prominence between the “pharynx” and the ‘mouth 
cavity.” The last-named part is roofed at first by brain 
capsule; the maxillary process grows rapidly into its roof 
and develops there into nasal structures, and thus the 
‘mouth cavity” is pushed back (Fig. 11) till its upper end 
is below the front end of the “ pharynx,” and at the same 
time it forms nearly a right angle with the latter; the 
maxillary process separating the two areas is more promi- 
nent, overlapping the top of the “ mouth cavity,” and thus 
giving the earliest appearance of the palatine ridge. 

It is evident that the palatine ridge can be looked on as 
an outgrowth from the original floor. The palatine ridge 
extends back, and crosses the junction of the roof and 
floor where the pharynx narrows behind the Eustachian 
recess; beyond this it is prolonged on the roof (Fig. 12). 
On comparison with the completed naso-pharynx the 
developmental values of the various parts can be made out 
(Fig. 13). 

The naso-pharynx of descriptive anatomy is thus seen 
to be only a part of the secondary dilatation that lies above 
and outside the palatal ridge, and the line of junction of 
roof and floor passes through the upper part of the 
posterior pillar of the fauces and enters the Eustachian 
orifice, to emerge again from its front (upper) end; there- 
fore the structures below and in front of the orifice are 
derived from the primitive floor. 


Rathke’s pouch originally opens in front of the roof 
covering the first-arch region, and arises from the 
stomadaeum, so that the primitive roof must end behind 
it. Its track passes through the cartilaginous basis cranii, 
and is fixed there, but the site of its opening is carried 
forward by the maxillary extension in the roof of the 
mouth cavity, and is thus brought down the back of the 
septum for some distance. 

Sagittal mesial sections in the fifth, sixth, seventh, and 
eighth months show an increasing projection of the 
Eustachian cartilage into the naso-pharynx, and a corre- 
sponding increase in depth of the lateral fossa behind it. 
There is some indication of the fossa in a model from a 
48 mm. embryo, where the cartilage is being laid down as 
a cell-condensation, and causes an internal projection. 

Without stating definitely that the fossa of Rosenmiiller 
owes its presence only to the projection of the cartilage, 





Fig. 12.—A later stage still. 
The palatine process has ex-- 
tended back on to the roof of 
the pharynx, crossing the line 


] f §=6what 
might be seen on looking into 
an early pharynx from the 


Fig,10.— Scheme of 


right side. The cavityis sup- 





posed to be divided longi- 
tudinally and the roof and 
tfloor separated. The arches 
(I to V) are seen in the floor, 
separated by the grooves (1 to 4), 
ending in the black dots that 
represent the lateral pouches. 
The interrupted line connecting 
these pouches marks the junc- 
tion of roof and ftioor, and is 
carried forward to the infundi- 
bular pouch (X). M, Mouth 
cavity roofed by brain capsule, 
under which the maxillary pro- 
cess is beginning to extend, 
arising from the first arch, 


of junction of roof and floor 
at A, and cutting off the lower 
part of the second groove as 
the tonsillar fossa (T). The 
upper part enters the recess. 
opening. The palatine ridge 
has met and fused with its 
fellow over the dotted area, 
and has also met the lower 
border of the septum (§). 
R, Position of early indication 
ot tossa of Rosenmiiller. In 
Figs. 10, 11, and 12 the floor 
is represented as practically 
unchanged for the sake of 
simplicity. 





where it forms the early 
palatine fold (P) separating the 
“mouth” trem the " pharynx,” 
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Fig. 13.— Sketch of naso- 
pharynx to show its develop- 
inental values. III, Pharyngo- 





The 


Fig. 11.—A later stage. 
first and second grooves are 
lost in the opening of the 


**Eustachian recess’’ (E), and epiglottic fold, third arch. 
the palatal ridge is more Pp, Posterior pillar of fauces, 
marked, extending backward ‘packward extension ’ of 


palate. Other references as 


below the opening, and forward : [ 
in previous figures. 


to form nasal structures, which 

are pushing the general mouth 

cavity back. 
it can be said to certainly increase in depth with the 
growth of this structure. It also certainly does not 
correspond with any visceral groove, but is apparently a 
purely secondary fossa in the roof, originally situated on ~ 
the dorsal side of the Eustachian opening (Fig. 13). ; 

It is impossible to deal adequately within the limits of 
this paper with such important details as the development 
of the tube cartilage, the muscular walls of the naso- 
pharynx, etc., and I have not attempted to describe them, 
but leave them for a later communication. I have not 
pursusd the development of the tympanum further. for 
this wil] be considered in a future paper by Dr. G. J. 
Jenkins and myself on the anatomy of the tympanum. I 
desire to thank Dr. Jenkins for the use of some of his 
material and for the model that I am showing for him 
to-day of the early conditions and relations of the tympanic 


structures.” 


DISCUSSION. 
Professor PetER THomrson (Birmingham) said that Mr. 
Frazer’s paper brought out clearly several points of much 
interest. Tho way in which the Eustachian recess wés 





E Exhibited earlier in the year before the Otological Socie’y. 
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formed with the first and second pouches at its fundus 
seomed to partially settle the question of the meaning of 
the fossa of Rosenmiiller. At any rate, from a considera- 
tion of Mr. Frazer's reconstructions, it was not at any 
time connected with the second pouch. 


THE SIZE OF THE ANTRUM AND THE 
POSITION OF THE PERMANENT 
TEETH. 

By A. C. Geppgs, M.D., 


Professor of Anatomy, Royal College of Surgeons, Dublin. 
[ABSTRACT. | 
THE communication was based upon the condition found 
in two subjects dissected at the Royal College of Surgeons 
in Ireland. In both of these the antra of Highmore were 
very small and, whether as cause or effect, the bodies of 
the superior maxillae were also small. 

Measurements were given to show that in each case the 
small size of the bodies of the maxilla had occasioned a 
marked diminution in the height and a slight increase in 
the breadth of the nose. The orbits were, however, of 
approximately normal size and shape. The dispropor- 
tionate growth of the orbit and the maxilla, as a whole, 
had produced a deep concavity on the facial surface of the 
bone. The zygomatic surfaces of the bones were shallow, 
and in association with this the pterygoid processes of the 
sphenoid were extremely short. 

In spite of the non-development of the maxillary antra 
a complete set of teeth was present in one of the skulls, 
and a complete set on one side of the other. To accommo- 
date them there had been an unusually great growth of 
the alveolar processes. In spite of the crowding to which 
the teeth were necessarily subjected there was no over- 
lapping. The whole row had evidently pushed outward to 
gain as great an advantage as possible from the convexity 
of the alveolar process, and in doing so the labial aspect of 
the roots had broken through the outer plate of the alveolar 
process, and were exposed upon the surface of the bone. 
Some of them, indeed, had travelled outwards so far that 
they were only held in projecting brackets of bone. This 
appearance was particularly well marked in the case of a 
left first molar. 

It therefore appeared that, contrary to the commonly 
accepted view, the movement of the teeth into position 
and their eruption were not dependent upon the growth 
of the antrum. 





SIX ABNORMALITIES FROM THE 
DISSECTING ROOM. 
By A. C. Geppgs, M.D., 


Professor of Anatomy, Royal College of Surgeons, Dublin, 

1. Clavicles with Epiphyses at their Acromial Ends. 

As a second communication Professor Geddes demon- 
strated six specimens of abnormal bones and soft parts. 
The first of these was a pair of clavicles from a dissecting 
room subject. Both of these had epiphysial plates not 
only at their sternal, but also at their acromial. ends. The 
epiphysial plate at the acromial end of the right clavicle 
was a right-angled triangular plate of bone, which was 
placed with its base superiorly and the right angle at the 
anterior end of the base. It was 9 mm. in antero-posterior 
length, 7 mm. in vertical height, and 1.5 mm. in thickness 
at its superior border. The corresponding epiphysis of the 
left clavicle was oval in shape. Its long axis measured 
8 mm, its short 4 mm., and it was slightly over 1 mm. in 
thickness, 

This condition was extremely rare. What its signi- 
ficance might be was not clear. If Gegenbauer’s 
belief that the clavicle was of secondary dermic origin 
were correct, it seemed as if these epiphyses at the 
acromial ends of the clavicles must be regarded as of no 
morphological significance. But the cartilage at the 
sternal end of the clavicle was believed to represent a 
part of the precoracoid, and Goethe and Hoffman had 
suggested that the whole clavicle either was developed 
from or directly replaced the primitive anterior segment 
of the pectoral girdle and was homologous with the pubic 
element of the pelvic girdle. If Goethe and Hoffman's 
view ultimately be proved correct, these abnormal epi- 
physes would occupy a position homologous with that 
occupied by the os acetabuli. 





2. A Case of Third Occipital Condyle of Unusual 
‘orm. 

The second abnormality was on a skull obtained from the 
dissecting room. On the basi-occipital just to the left of 
the mesial plane there was a third occipital condyle. It 
was separated from the normal left condyle by a distinct 
interval of 3.5 mm. in breadth. Its transverse diameter 
was 7.5 mm., its antero-posterior not lessthan 6 mm. The 
inferior surface was smooth and articular. The structure 
that articulated with this condyle was a small pyramidal 
bone 9 mm. in height by 7 mm. broad. This little pyramid 
lay base up and apex down. To its apex was attached the 
suspensory ligament of the odontoid process (lig. apicis 
dentis). The presence of the small mass of bone had 
— some slight distortion of the anterior arch of the 
atlas. 

The presence of a similar ossicle did not seem to have 
been recorded, although to find a small cartilaginous 
nodule (Luschka’s nodule) in the suspensory ligament 
was not rare. The most nearly comparable condition 
on record appeared to be that described by Guerri. 
The morphological significance was doubtful. The 
fact that the ossicle was situated in the course of 
the suspensory ligament indicated that it was a medial 
structure. On this view the lateral position of its articu- 
lation with the occipital would be regarded as secondary. 
This seemed a perfectly legitimate view to take, for the 
undoubtedly medial anterior tubercle of the anterior 
atlantal arch was displaced to the right through as 
great an angular interval as the ossicle was to the left. 
The probability was that the bone was developed by tke 
ossification of Luschka’s cartilage, which was in all pro- 
bability the representative of the body of the hindmost 
occipital vertebra. 

The left superior articular surface of the axis vertebra 
from the same subject had upon it a small epiphysial plate 
roughly circular in form, and about 7 mm. in diameter. 


5. A Case of Bicipital Rib of Unusual Form. 

The third abnormality was a bicipital rib of unusual 
form. It was obtained from a dissecting-room subject 
which had twelve ribs on each side. All the ribs and 
cartilages on the left side were normal, as were the first 
to third and sixth to twelfth on the right side. The fourth 
right rib was normal in its cartilage and shaft, but from 
the neck midway between the tubercle and head a 
descending branch was given off at right angles. This 
descended vertically, and articulated with an abnormal 
bracket-like process, which projected forwards from the 
neck of the fifth rib. Through the foramen enclosed by 
the abnormal process and the body of the fourth dorsal 
vertebra both rami communicantes, a small branch of the 
intercostal artery, and some veins passed. The speaker 
was ignorant of any morphological significance possessed 
by the abnormality. During life the projection caused by 
the descending head of the fourth rib and the bracket-like 
process of the fifth deeply indented the lung. 


4. A Case of Os Tibiale. 
The fourth abnormality was a case of os tibiale from 
the right tarsus. This was described as an abnormally 
fully developed vestige of the prehallux. 


5. The Position of the Bronchus of Supply to Wrisberg’s 
Lobe. 

The fifth abnormality was a well marked case of 
Wrisberg’s lobe. The point which it was particularly 
desired to illustrate was the position occupied by its 
bronchus of supply. This lay immediately subjacent to 
the pleura forming the floor of the groove for the vena 
azygos major, to which level it descended about | in. 
from its point cf origin as an internal branch ot the 
bronchus of supply to the apex of the lung. 


6. The Significance of the Vasa Abcrrantia Superior 

and Inferior. 

The sixth abnormality was a case of abnormal sub- 
clavian artery associated with persistence of both vasa 
aberrantia. The superior vas aberrans arose, as usual, 
from the right superior intercostal, the inferior from the 
aorta by a short stem common to it and the inter- 
costal artery of the third left intercostal space. The 
usual explanation of the development of the ab- 
normal right subclavian artery was that the normally 
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obliterated portion of the right aortic arch persisted, | trigonum. The muscle fibres of the sheath are longi- 


whereas the normally persistent part was obliterated, and 
there could be no legitimate doubt that this explanation 
was correct. It was often stated, however, that the oblitera- 
tion of no portion of the right aortic arch was complete, 
and that it was represented by the right superior inter- 
costal or the aberrant branch of the subclavian and the 
vas aberrans of the aorta. The condition found in this 
specimen was evidence against the accuracy of this view, 
and favoured the belief that these aberrant arteries 
were just what they appeared to be—small and not 
very important branches for the supply of the thoracic 
parietes, 


THE ANATOMY OF THE TRIGONUM VESICAE. 
BY 
Wittram Wricut, MB, DSc, F.R.CS, 
Lecturer on Anatomy, London Hospital, 
AND 


T. C. Brnrans, M.R.C.S., 


London Hospital. 


On opening the contracted bladder the trigonum is clearly 
distinguishable from the rest of the bladder, owing to the 
absence of wrinkling of its mucosa. The distinction is 
more marked in certain cases than in others, and is 
especially clear in those cases in which Mercier's bar— 
which forms the base of the trigonum—is separated from 
the posterior wall of the bladder by a tranverse scaphoid 
depression. 

In these cases the trigonum actually seems to be Jaid 
upon the posterior wall of the bladder, and after stripping 
off the mucous membrane this relationship becomes still 
more apparent. Union between the trigonum and the 
rest of the bladder ia effected by muscular fibres common 
to both regions. The union is most distinct below at the 
apex, which seems to serve as a common point of attach- 
ment for mascular fibres of trigonum and bladder gene- 
rally. The union is intimate along the lateral margin of 
the trigonum, but is, on the contrary, loose at tbe base. 
Io fact, it is possible with the handle of a scalpel to break 
down with ease the muscular attachment here and to 
throw the trigonum forward. This easy separation, in 
conjunction with the different microscopical structure, 
imply the different developmental origin of the two parts 
which embryologists proclaim. 

It should be here remarked that the trigonum in a small 
percentage of cases is only slightly evident with the 
closest observation. Mercier’s bar may be represented 
by a few sparse transverse fibres, almost indistinguishable 
from the surrounding fibres of the bladder wall proper. 
Io other cases the downward convexity of Mercier’s bar is 
80 acute that it reaches the uvula vesicae and the trigonnm 
is represented simply by an eminence at this junction. 


Position of Ureteral Orifices. 

The ureteral orifice is always situated on Mercier’s bar, 
but its position on the bar is subject to variation. It may 
be at the extreme outer limit of the bar as seen from the 
inside of the bladder, or it may be as far median as mid- 
way between that limit and the middle line. 


Musculature Around Ureteral Orifice. 

After or before dissection of the mucous membrane, 
close inspection of the ureteral orifice shows that a 
number of the muscular fibres of the bladder are arranged 
in an arciform manner around the orifice, but they seem 
quite insufficient to close that orifice effectively and to 
maintain it closed. The posterior longitudinal detrusor 
fibres of tie bladder usually cross the intramural portion 
of the ureter posteriorly. 


Ureteral Sheath. 

If the ureter at a little distance above the bladder 
be closely examined it will be seen to be enclosed in 
a loose fibro-muscular sheath, first noted by Waldeyer, 
and frequently referred to as Waldeyer’s sheath. This 
sheath, if traced upwards an inch or go, gradually dis- 
appears blendiog with the outer fibrous coat of the ureter. 
Traced downward the sheath follows the ureter into the 
bladder wall, in the submucous coat of which it ends. It 
does not appear to possess any connexion with the 





tudinal in direction, and collected into distinct bundles. 
The anatomy and relationships of the sheath are readily 
made out by dissections under water. Although there are 
a number of small vessels in this ureteral sheath, the 
vessels are not confined to it, but are also found through. 
out the wall of the ureter proper. Jt would thus appear 
that the vascularity of the sheath is not of prime impor. 
tance. Thespace betwen the sheath and ureter is crossed 
throughout by numerous loose fibrous trabeculae. Within 
the sheath at its lower end astout bundle of muscle enters, 
and is attached firmly to the inner and posterior aspect of 
the ureter. This bundle can be clearly made out to be 
directly continuous with the muscular bundle known as 
Mercier’s bar. 


The Trigonum Vesicae. 

When cleared of mucous membrane this presents 
the appearance of a closely packed sheet of fine muscle 
bundles, running parallel and in a transverse direc- 
tion. At the base of the trigonum the fibres are 
usually collected into a definite transverse ridge— 
Mercier’s bar. At the apex the muscular tissue is denser 
and occasionally forms a slight eminence—the uvula 
vesicae. The prominence of the uvula is very variable, 
and it may be pointed out here that it immediately overlies 
the middle lobe of the prostate, and, as will be seen, blends 
with it. On account of its position, a slight hypertrophy 
of this part of the prostate increases the prominence. The 
uvula is also very well marked in cases in which the 
trigonum is much hypertrophied, and here gives a false 
appearance of enlargement of the third lobe of the 


prostate. 
The Muscle of Bell. 

In only one specimen was this muscle found to be pre- 
sent. In this case the trigonum was very poorly de- 
veloped, and the muscle of Bell consisted of a few fine 
bundles continuing down the conrse of the ureter as far as 
the apex of the trigonum. The fibres of this muscle 
overlay the transverse bundles of the trigonum. 


Microscopical Examination. 

In a transverse section through the middle of the trigonum 
there is not a great desl of muscular tissue present, but 
what there is consists of fine muscular fibres. The 
muscular fibres are collected into transversely running 
bandles joined by a loose network of connective tissue. 
Bundles are finer towards the anterior surface and are 
overlaid by a small amount of loose submucous con- 
nective tissue. Weigert’s elastic stain shows the presence 
of fine elastic tissue fibres scattered throughout the sub- 
mucous and intermuscular connective tissues. Imme- 
diately behind the trigonum is a well-defined connective 
tissue plane external to which are seen the large detrusor 
bladder fibres cut in cross section. 

The presence of this connective tissue plane is of impor- 
tance, since by removing the loose tissue behind the upper 
part of the trigonum and by cutting in a transverse vertical 
direction through this connective tissue plane it is possible 
to separate the whole trigonum with its ureteral orifices 
from the rest of the bladder and implant it wherever it is 
desirable. 

It is well further to remember that the middle of the 
trigonum is the thinnest portion. The basal portion is 
thickened by the fibres of Mercier’s bar while at the apex 
the trigonum contains the fibres of the sphincter vesicae. 

A transverse section at the apex of the trigonum 
differs from the above-described section in that the 
muscular tissue is greater in amount, the bundles are 
larger and more closely packed. Posteriorly the trigonal 
musculature merges into a mass of fibrous tissue which is 
interspersed with longitudinal fibres—seen cut in cross 
section—derived from the breaking up of the detrusor 
fibres, This fibro-muscular mass is permeated with 
prostatic tubules. There is thus in this situation a com- 
plete blending of trigonal, detrusor, and prostatic 
musculature. 

1t may here be remarked that the apex of the trigomum 
in the opened bladder is truncated, and possesses two 
lateral angles. In the closed condition these two lateral 
angles would come together in the antero median line, and 
in that way the apex of the trigonum becomes a tubs, and 
the transverse muscular fibres of the trigonum constitute 
the sphincter vesicae. Tue muscular tissuo of the 
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trigonum with its downward prolongation to form the 
sphincter, and the longitudinal fibres at the back known 
as the detrusor, are the most definite muscular layers of 
the bladder. It is impossible to separate into planes the 
other fibres of the bladder wall. They seem to be chiefly 
interlocking fibres between the other more constant 
racts. 

: he longitudinal section of the intramural portion of the 
ureter, the muscle of the ureter consists of fine longi- 
tudinal parallel bundles The bundles are inserted into 
the submucous tissue close around the orifice, and ter- 
minate there. The large muscle bands derived from 
Mercier's bar are seen ascending and attaching themselves 
to the posterior aspect of the tube. Nocircular fibres are 
present. There is in consequence nothing in the way of 
a true sphincter. 

It is of interest to note that the fibromuscular tissue of 
the prostate is directly continuous with the trigonal and 
detrusor fibres. In other words, the main muscular 
bandles of the bladder radiate out from the prostate, which 
gathers them together and holds them firmly in very much 
the same way that the hand of a coachman gathers up the 
reins. It would further appear that in removal of the 
prostate the muscular fibres must lose their point d’appui, 
and that for a time at any rate the patient must empty his 
bladder by contraction of his abdominal muscles. 

The limits of this paper do not permit of a detailed 
account of the mechanisms of all of these muscular 
arrangements. It may, however, be pointed out that the 
action of Mercier's bar is evidently to draw the lower ends 
of the ureters into the bladder and towards the middle 
line. This increases their obliquity, and at the same time 
brings a greater length of ureter into the grip of the 
fibres of the bladder wall, and under the control of the 
intravesical pressure. Thus it prevents regurgitation in 
cases of increased bladder pressure. The changes of posi- 
tion which the ureter undergoes in contraction of Mer- 
cier’s bar would appear to have as a consequence the 
wearing of a more or less free space around the lower 
end of the duct, and in this way Waldeyer’s sheath is 
formed. 

It is also evident from the above investigations that 
there is the closest connexion—even up to continuity— 
between the muscular tissue of the prostate, the circular 
muscl3 at the neck of the bladder, and the musculature of 
the trigonum. 


The Origin of the Trigonum. 

The shape of the trigonum vesicae is so similar to the 
shape of the uterine cavity, which it is known is formed by 
the fusion of the two Miillerian ducts, that it suggested 
itself to us that the trigonum may have been formed in 
a similar manner by the fasion and opening out of the 
distal portions of the ureters. This speculation found 
support from the following facts: 

1. Incertain cases Mercier’s bar is so low that it actually 
reaches down in the mid-line to the uvula; the usual 
form of trigonum is not present and the ureters in 
these cases appear to be continued down below their 
orifices to the uvula. 

2. In other cases the ureters actually do open very much 
lower down than usual, suggesting that the present rela- 
tively high position of the ureteral orifices is not the 
primitive one. 

3. In the horse one of us roted that from the ureteral 
orifice a distinct gutter was traceable downward to the 
urinary meatus, strongly suggestive of the groove being the 
remains of a formerly-existing tube or dact. 

4. The veru montanum, according to this theory, is 
capable of an easy explanation. It would be the remains 
of the original septum or division between the ureters, 
Miillerian and Wolffian ducts of either side, when these 
opened side by side with each other, in what is now the 
prostatic urethra. The direct continuity of trigonum, 
uvula, and veru montanum to be made out in many 
instances supplies additional support to the view. 

5. The absence of a true sphincter at the ureteral orifice 
and the somewhat makeshift method by means of which 
the orifice is made compstent suggest that the present 
orifice is not the original one. . 

6. Lastly, the theory supplies a ready explanation as to 
how the ureters and common ejaculatory ducts open now 
so far apart, whereas formerly they ,opened so close 





together ; for, briefly stated, all that one has to assume is, 
first, that the ureters or metanephric ducts have acquired 
an accessory higher opening into the urogenital sinus by 
the lower portions of the ureters having fused, opened out, 
and become incorporated in the posterior wall of the sinus, 
so forming the trigonum vesicae. Bell's muscle would, 
according to this view, represent the former site of the 
lower part of the ureter, which then opened low down by 
the side of the orifices of the common ejaculatory duct. 


DISCUSSION. 

Professor ARTHUR Ropinson (Edinburgh) remarked that 
the main objection he had to the theory put forward of the 
development of the trigone was the relationships of the 
Miillerian and mesonephric ducts as they lay in the genital 
cord. The Jatter were not median structures, but placed 
laterally to the Mii'lerian ducts. The ureters formed from 
the mesonephric ducts were placed more lateral still. 





EMANUEL SWEDENBORG AS AN ANATOMIST. 
By M. Ramstrom, 


Professor of Anatomy, Upsala, Sweden. 

To the majority of scientific men Swedenborg is known, 
I think, mainly as a mystic seer and founder of religion. 
S wedenborg was really, however, a polybistor and thinker 
who penetrated so deeply in many cepartments of natural 
sciences that not only did he seek out all the knowledge 
of his time concerning them, but also investigated them 
so thoroughly that he succeeded in conceiving and draw- 
ing conclusions which men of our times have not been 
able to make except with the help of the most ingenious 
methods of a highly developed technique. 

As is well known, Swedenborg was born in Stockholm 
in 1688 and died in London in 1772, Mathematical 
subjects, especially geometry and mechanics, at first 
occupied him, and then mineralogy, geology, chemistry 
and physics, and philosophy were the objects of his 
interest and untiring zeal for research. In the year 
1734 he published a great work in folio, Opera Philo- 
sophica et Mineralia, printed in Dresden and Leipzig, 
in which he put forth, for instance, a nebular hypothesis 
which closely reminds one of the theory brought forward 
later on by Kant and Laplace. In regard to this work, 
Professor S. Arrhenius of Stockholm, in his introduction 
to vol. ii of the new edition of Swedenborg’s writings of 
the Swedish Academy of Sciences, writes: 

If we briefly summarize the ideas to which expression was 
first given by Swedenborg, and which afterwards (although ina 
much modified form consciously or unconsciously) have been 
taken up by other authors in cosmology, we find them to be the 
following: The earth and the other planets have gradually 
removed themselves from the sun, and received a gradually 
lengthened time of revolution; the earth’s time of rotation, 
that is to say, the day’s length, has been gradually increased. 
The suns are arranged around the Milky Way. There are still 
greater systems in which the Milky Ways are arranged. 

In the field of geology and palaeontology Swedenborg 
put forth observations so remarkable in scope and im- 
portance that, according to the declaration of Professor 
Nathorst of Stockholm,’ they alone would have been 
sufficient to assure him of an honoured name as a 
scientist. 

But Swedenborg did not stop here: having searched 
through inorganic he turned to organic nature. Break- 
ing away from all his other work he threw bimself with 
intense zeal into anatomical and pbysiological studies, 
working in the Netherlands, France, and especially in 
ltaly. 

is 1740-41 he published in Amsterdam the results of 
these statistics, his famous work, Oeconomia Regni 
Animalis. In this work he made many remarkable state- 
ments. For instance, as Professor T. A. Hammar of 
Upsala has shown, he put forth the epigenesis theory. 
Here Swedenborg expresses himself very decidedly 
against the “ pre-formation theory,’ and emphasizes the 
fact that the development consists by no means merely in 
a growth or expansion of the germ (‘‘seminis extasio”) 
or of a prototype of the future creature existent in the 
germ (“non ... aliqua realis effigies maximi in minimo, 
seu in aliquo primo typus futnri corporis, qui simpliciter 
expanditur,” Oec. R. A., I, No. 249); but there is in the germ 
a certiin formative substance or power, by means of which 
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the various parts of the embryo are developed one after 
the other—that is, organ after organ (‘‘. . . singula membra 
successiva séu unum post alterum producuntur.” Oec. R. A., 
I, No. 247). It will be seen that Swedenborg here 
puts forth essentially the same theory as that presented 
by Caspar Friedrich Wolff some twenty years later in his 
well-known Doctorsdissertation for the year 1759. 

In the same work, Oeconomia Regni Animalis, Sweden- 
borg made the important statement that both the sensory 
and motor activities of the soul had their seat in the cortex 
of the cerebrum not in the medulla of the brain, as was the 
general opinion at that time (‘‘ Substantia corticalis est 
ipsum cerebrum, seu sensorium et motorium commune” ; 
see Oec. R. A., ILI, No. 133). In the cortex of the brain all 
sensory impressions must ultimately be gathered together 
to become conscious perceptions (see Oec. R. A., II, 
No. 153). And, to be more definite, he says that the 
activity of the soul actually has its seat in the innumerable 
small cortical elements of which the cortex as a whole is 
made up, and which Swedenborg named “ sphaerulae,” or 
“cerebellula”; these are what we now call “the nerve 
cells of the brain.” In the lecture given before the Con- 
gress of Scientists and Physicians in Hamburg in 1901 by 
Professor Max Neuburger of Vienna, and in the address of 
Professor Eustace Retzius of Stockholm, as President of 
the Congress of Anatomists at Heidelberg in 1903, are 
fuller accounts of this and other remarkable anatomical 
statements by Swedenborg. 

Bat, although the brain would then be able to govern 
every muscular action, the brain itself would not exert 
itself every time that such action was to be performed. 
No; in the grey substance of the medulla oblongata and the 
spinal cord there were subordinate secondary motor centres, 
and these governed the automatic and habitual move- 
ments, so that, for the performance of these, the brain 
need not to be disturbed in its higher functions. Only for 
the purely voluntary motions were impulses from the 
cerebrum necessary (see Oec. R. A. LI, No. 151, 157). 

But all the regions of the cortex were not of equal value: 
some regions governed the higher, others the lower, 
functions; some received the sensory impressions and 
others sent out the different kinds of motor impulses—that 
is, the different departments of the psychical activity were 
localized in different places in the cerebral cortex. The 
most important part of the cerebral cortex was the 
anterior (superior) region of the cerebrum, that which we 
call the frontal and pointed lobes. He says it is here that 
the psychical phenomena take place. And Swedenborg 
succeeded in carrying out the localization within this 
region still more in detail, his doctrine of localization 
being, word for word, as follows: 


The muscles and actions which are in the ultimates of the 
body (or the soles of the feet) depend more immediately upon 
the highest parts (of the brain); upon the middle lobe, the 
muscles which belong to the abdomen and thorax; and upon 
the third lobe, those which belong to the face and the head. 

(De Ccrebro, No. 68.) 


By the three lobes he meant the three sections into 
which he divided the anterior (superior) region of the 
brain, and of which the first lobe was situated highest 
up—that is, in the crown of the head, and the third lobe 
lowest down—that is, along the fissure of Sylvius. 
Keeping this in mind, it will be seen that Swedenborg’s 
doctrine of localizations coincides in its leading features 
with the doctrine of localizations into which men of our 
own time have succeeded in obtaining an insight only after 
the most comprehensive and complicated work during the 
last century. We are, therefore, astonished to ind that 
Swedenborg more than a century and a half ago could 
advance this doctrine. Whence did Swedenborg derive 
all this information? They could not have been loose 
suppositions, because so many of his statements, one after 
another, have been fully confirmed by the thorough investi- 
gations and experiments of succeeding times. As Professor 
G. Retzius said in his Croonian Lecture in London, in 
1908, some actual experiments must lie at the root of 
Swedenborg’s detailed and precise statements. Sweden- 
borg himself, in the introduction to the Oeconomia Regni 
Animalis, gave some intimation regarding the matter in 
these words: 


Here and there I have taken the liberty to throw in the results 
of my own experience, but this only sparingly; I deemed it best 
to make use of the facts supplied by others. Indeed there are 








some that seem born for experimental observation, and endowed 
with a sharper insight than others. as if they possessed naturally 
a finer acumen; such are Eustachius, Ruysch, Leeuwenhoek, 
Lancisi, etc. ‘There are others, again, who enjoy a natura) 
faculty for contemplating facts already discovered and eliciting 
their causes. Both are peculiar gifts, and are seldom united in 
the same person. ... I therefore laid aside my instruments, 
and, restraining my desire for making observations, determinea@ 
rather to rely on the researches of others than to trust my own. 


In consequence of all these statements I have under- 
taken to investigate in some measure the literature which 
Swedenborg had at his disposal, in order to ascertain, if 
possible, what were the experiences which served as the 
basis for his assertions; and I have made it the special 
object of my research to try to find out how his detailed 
doctrine of localizations had its origin. Time does not 
permit me to enter into close detail; all that I can do is 
to lay before you some of the results of this investigation. 
Any one desirous of entering further into this fascinating 
study will find a fuller account in the Proceedings of the 
Swedenborgian Congress held in London this summer. 

As regards attributing the soul’s activity to the cerebra) 
cortex, that was a conclusion which Swedenborg drew 
from premisses collected from many quarters. Above all, 
he had the clinical descriptions by Wepfer and Pacchioni 
of diseases of the brain and injuries of the head affecting 
the cortex; the symptoms of disturbances in the power 
of sensation and motion mentioned in these descriptions 
Swedenborg connected with the injuries of the cortex, 
and thus came to the correct conclusion that loss of 
sensibility and mobility depended upon the injuries of 
the cortex, and that the cortex was the seat of the soul's 
activity ! 

Swedenborg also made a very careful study of a great 
many cases of apoplexy and hemiplegia, which naturally, 
inasmuch as they affected the cortex, gave him direct 
guidance in judging its function. Moreover, he had 
studied the descriptions of some experiments on animals 
which had been performed by the English anatomist and 
physician, Henry Ridley, and the Italian professor, Baglivi, 
and others. These experiments were by no means made 
in order to find out the function of the cerebral cortex (for 
this was thought to be a gland secreting the ‘' spiritus 
animalis”), but for other purposes—namely in order 
to find out the causes of the brain’s pulsations, 
or the properties and functions of the membranes 
of the brain, etc. But when they happened to be 
touched and injured the cerebral cortex there appeared 
symptoms of contractions of muscles, etc, which the 
observers themselves had described only as it were in 
passing, but which Swedenborg connected with the 
cortical lesions. Thus he came into possession of much 
stronger evidence for the idea that the psychical pheno- 
mena had their seat in the cerebral cortex. But besides 
these clinical and experimental observations Swedenborg 
had a very intimate knowledge of the structure of the 
brain, and this led him to the same conclusions. Through 
the investigations of Leeuwenhoek, Malpighi, Ruysch, and 
others, he knew that cortical substance consisted chiefly 
of small rounded bodies which put forth processes like 
threads or vessels into the medullary substance and that 
the medullary substance was for the most part composed 
of fibres which were in connexion with both the seuse 
organs and the muscles. Now Swedenborg connected the 
cortical elements with the medullary fibres and stated that 
it was through the activity of these cortical elements that 
the perception of sense-impressions and the impulses to 
voluntary motions took place. As to the reference of the 
soul’s activity to the anterior (superior) region of the brain, 
it partly depended upon the anatomical situation of this 
region just above the corpora striata and the close con- 
nexion of this region with this great group of nuclei by 
which, as Thomas Willis said, the cerebrum coheres with 
the medualla oblongata, and through which, according to 
Vieussens, the nerves pass on the one side to the different 
parts of the brain and on the other to the different parts 
of the body. = 

This reference was also partly based upon clinical 
experience—that is, paralysis in connexion with injuries 
of the cortex of the anterior region of the brain; these 
clinical results he summed up in the utterance: “If this 
(anterior) region of the cerebrum is wounded, then the 
internal senses—imagination, memory, thought—suffer ; 
the very will is weake1ed and the power of determination 
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blunted; ... this is not the case if the injury is in the 
back part of the cerebrum” (De Cerebro, No. 88). 

The idea of detailed localization was not entirely new 
at the time of Swedenborg. The philosopher Descartes 
(a.D. 1650) thought that the images of perception, memory, 
etc., which the soul conceives were formed at those areas 
of the inner wall of the central ventricle of the brain, 
from which, in his opinion, the respective nerves proceed. 
In the same way Swedenborg’s contemporary, Boerhaave 
(a D. 1738) thought that as every sense had its own external 
sense organs, so there were regions in the brain separated 
in situation according to the different senses. 

Finally, as to the localization of the three motor centres 
in the cortex, we may keep in mind that R. V. Vieussens, 
of Montpellier, in his Newrographia Universalis, described 
three regions in the medullary portion of the brain; the 
regio superna formed of the nerve tracts of the upper part 
of the corpora striata and capsula interna, regio media of 
the middle part, regio infima of the lower part of them; 
moreover, Vieussens had followed the fibres of the highest 
region into the posterior region of the spinal cord, the 
fibres of the middle region through the pons Varolii down 
to the anterior part of the spinal cord, where they came 
into connexion with the anterior origins of the spinal 
nerves, and the fibres of the lowest region into the nerves 
which proceed from the medulla oblongata and some of the 
anterior origins of the spinal nerves. On the basis of 
these facts Swedenborg could now construct his doctrine 
of localizations. He only needed to extend the regions of 
Vieussens along the nerve fibres to the regions of the 
cortex which correspond to them, and now he had his 
three cortical lobes. When he followed the medullary 
nerve tracts from these lobes, through the corpora striata 
and capsula interna, the medulla oblongata and the spinal 
cord, and the anterior origins of the spinal nerves, he 
perceived the correspondence of the cortical lobes and the 
parts of the body. Now he had his doctrine of localiza- 
tions complete and therewith put the crown on his work, 
holding that the cerebral cortex, and more definitely the 
cortical elements (or nerve-cells) form the seat of the 
activity of the soul and are arranged in departments 
accordiug to their various functions. 

REFERENCE. 
1 New edition of Swedenbore’s writings, published by the Swedish 
Academy of Sciences, vol. i, p. 29. 





AN ANENCEPHALIC FETUS, 
WITH A MENINGOCELE AND FACIAL CLEFT. 
By Recrvatp J. Guapstone, M.D., F.R.C.S., 


Middlesex Hospital, London. 


Tue remarkable specimen of an anencephalic human 
monster with facial cleft, shown in the annexed engraving, 
was sent to me by Dr. J. Strickland Goodall, with a 
note from the practitioner, Dr. S. W. Thompson, who 
attended the case, saying that the mother was a primi- 
para, aged 35, that there was a vertex presentation and 
no hydramnios, that the placenta and membranes appeared 
to be normal, and that there was no history of any specific 
or other illness. 

The fetus was female and appeared to have been born 
at full time. The head was bent downwards and for- 
wards, so that the chin rested upon the manubrium sterni. 
The most noticeabie features are the small size of 
the cranial portion of the head and the presence of a 
deep cleft, which passes through the upper lip and then 
upwards to the palpebral fissure on the left side of 
the nose; in this cleft there lay the twisted pedicle 
of a membranous sac attached to the frontal region, 
and containing two flattened vessels. The cleft in the lip 
is continuous with a cleft between the premaxilla and 
the left maxilla, and with a cleft palate. ‘The cleft in the 
palate is continuous with both the left and right nasal 
cavities. The premaxilla is, however, attached to the 
right maxilla in front, and is rotated considerably to 
the right. The alveolar processes of the maxillae are 
approximated, while the imperfectly developed palatal 
processes are separated by a narrow cleft not more than 
2mm. in width at the narrowest part. The tongue is 
well developed and projects upward into the angular gap 
between the maxillae. There is an incomplete cleft of 
the upper lip on the right side; the right nostril is, how- 





ever, completely formed. Attached to the pedicle of the 
membranous expansion on a level with the right ala nasi 
is a cutaneous nodule, which appears to represent the 
left ala. This nodule is to the right of the pedicle; 
another smaller nodule is placed to the left of the pedicle 
between it and the left palpebral fissure. The eyelids ar 
complete on both sides ; on separating them a conjunctival 
sac is visible but no eyeball. 

In the frontal region and on each side of the attachment 
of the pedicle there were two thick-walled vesicles about 
15 mm. in diameter, which were continuous at their bases 
externally with the skin of the scalp, and internally with 
the membranes of the brain. These vesicles looked not 
unlike misplaced eyeballs, but on making an incision into 
them, it was seen that they were filled with a naevoid 
tissue, containing a reddish-brown clot, and the thick 
white wall which appeared like the sclerotic coat was not 
lined by an inner pigmented layer. The stalk of the 
membranous sac is continuous with the membranes of the 
brain, which are exposed at the vertex of the head within 
the limits of a large fontanelle which is bounded behind 
by the occipital bone, and laterally by the imperfectly 
developed parietal and frontal bones. 

The continuity of the sac with the membranes of the 
brain was clearly shown by turning the scalp forward from 
behind, removing the vault of the skull and at the same 
time cutting through the attachment of the membranes to 
the margin of the fontanelle. On doing this, just to the 
right of the attachment of the pedicle, a small derma) 





An anencephalic fetus, with facial cleft and a membranous sac 
attached by a twisted pedicle to the frontal region. ¢ 


inclusion was exposed, from the centre of which a minute 
tuft of hairs projected. This was tubular in form, and 
looked like the end of a vessel cut transversely; on close 
inspection, however, the hairs were seen to be coming out 
of the lumen of the supposed vessel, and its true nature 
was revealed. 

The membranes of the brain were of a dark reddish- 
brown colour. The dura mater externally contained a 
plexus of large irregular veins which ended in the usual 
way in two lateral sinnses. Internally to the dura mater 
was the pia arachnoid, which enclosed the characteristic 
reddish-brown naevoid tissue which takes the place of the 
brain in these monsters. 

An examination of the thoracic and abdominal viscera 
showed no abnormality. The suprarenal bodies which are 
sometimes absent in anencephalic monsters were present 
in this specimen, and appeared to be normal. 

This case differs from the more common forms of 
anencephalus in the presence of the membranous ex- 
pansion with its twisted pedicle. This is presumably 
the proximal part of an originally closed sac, which 
formed a meningocele attached by a narrow stalk to 
the vertex of the head. The stalk of the sac appears 
to have lain in the fissure of the face, and probably 
caused it by interfering with the proper union of the 
facial processes. The sac must have ruptured before or 
at the time of birth, and its distal part appears to have 
been cut away. 
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THE MUSCLE OF TREITZ AND THE PLICA 
DUODENO-J EJUNALIS. 
By P. T. Crymere, M.B., F.RC.S Eng, 


Demonstrator of Applied Anatomy, Queen’s University, Belfast. 


My attention was directed to the muscle of Treitz on 
account of the contradictory statements regarding its 
attachments, and to the plica duodeno-jejanalis by reason 
of its importance to the surgeon as a landmark in the 
operation of posterior gastro-enterostomy. 

Material examined consisted of twenty-one adult subjects, 
two six-month fetuses. 


Muscle of Treitz. 
Quain's Anatomy states : 


The upper end of the ascending portion of the duodenum is 
maintained in position by a strong fibrous band descending 
from the left crus of the diaphragm and the tissue around the 
pe axis. This band is called the musculus suspensorius 

uodeni. 


Cunningham’s Anatomy states : 


The duodeno-jejunal flexure is fixed by a thin band of 
unstriped muscle, which is attached above to the strong con- 
nective tissue around the coeliac axis, as well as to the ‘lert crus 
of the diaphragm, and below joins the muscular coat of the 
duodenum at the flexure. This band is known as the suspensory 
muscle of the duodenum (musculus suspensorius duodeni). 


Ellis (Addison) states : 


The duodeno-jejunal flexure is firmly held up to the inferior 
surface of the pancreas by a strong band of fibres, the sus- 
pensory ligament (Lockwood) which passes upwards behind the 
pancreas. Inthe child this band consists largely of unstriped 
muscle fibres, and is readily defined. It passes upwards to the 
left of the coeliac axis, and blends with the diaphragm to the 
right of the oesophageal opening. 


Treves (Hunterian Lectures, 1885) states : 
The muscle of Treitz passes to the left crus of the diaphragm. 


Treitz, in his article “‘ Ueber einen neuen Muskel am 
Duodenum des Menschens” (Vriljschr. f. d. prakt. Heilk. 
Prag., 1853, xxxvii, 113-114, 1 pl.), makes the following 
statement : 


The muscle is thin, of triangular form, and springs with 
broad base from the upper edge of the duodeno-jejunal flexure, 
__ and from a por- 

if ' tion of the pars 
transversa in- 
ferior. Ascending 
from these 
towards the 
hiatus aorticus, 
it changes into a 
tendon which be- 
comes gradually 
smaller, and Joses 
itself in the thick 
connective tissue 
which surrounds 
the stem of the 
superior mesen- 
teric artery and 
A coeliac axis, and 
, which fixes and 
F encloses the gan- 
s glia and nerves 
of the _ coeliac 
plexus. In order 

that the connec- 

tive tissue around 

these arteries may 

offer a sufficiently 

firm seat of origin 

for the muscle, 
without the ar- 
teries and ganglia 
being torn during 

a strong pull on 

the flexure, nume- 


Fig 1.—A photograph of the plate appear- rous fibrous bands 
ing in Treitz’s original article. ms, musculus pass down from 
suspensorius duodeni. HM, Aulfsmuskel. the diaphragm 

and interweave 
themselves with the connective tissue covering of the arteries 
and ganglia. This support is in many cases still more 
striking, in that a pretty massive muscle bundle from 
the diaphragm comes to meet the duodenum muscle. 
This Hilfsmuskel springs usually from the right edge of the 
oesophageal opening, descends on the left side of the coeliac 
axis over the anterior surface of the solar ganglion to the 
superior mesenteric artery, and diffuses itself tendinously in 
the connective-tissue covering of the latter. In this way it acts 











as a counter-support for the duodenal muscle, for the fixation of 
the ganglion, and as a point of origin for the diaphragm. 

The muscle is poorly developed at birth, but develops with 
age and with dragging on the flexure. It is continuous with 
the longitudinal muscle fibres of the duodenum, and is probably 
only the pulled-out longitudinal muscle fibres. It is a fixation 
er and is most suitably named ‘‘ musculus suspensorius 

uodeni.”’ 


In only one subject examined was I unable to find the 
musculus suspensorius duodeni. In eight subjects the 


7 
ie 





Fig. 2—A dissection of the musculus suspensorius 
duodeni, intermediate tendon and Hilfsmuskel. 
A, Hilfsmuskel: 3B, right crus; c, right phrenic 
artery; 0D, coeliac axis; EE, intermediate tendon; 
F, superior mesenteric artery: G, left renal vein; 
H, mesenteric slip of Treitz muscle; 1, aorta; J. pan- 
creas; K, oesophagus; 1b, left crus; M, left phrenic 
artery; N, left suprarenal body; o, left semilunar gan- 
glion; P, left capsular vein; Q, left kidney; R, muscle of 
Treitz; s, jejunum ; T, duodenum. 


structure was examined in its whole extent. In two of 
these it ended in the connective tissue around the coeliac 
plexus. In six it was traced into the diaphragm, and in 
these six cases it had a similar course. : 

If the duodeno- jejunal flexure be pulled downwards, and 
the anterior layer of peritoneum forming the plica duodeno- 
jejunalis removed, a number of pale muscular-looking 
fibres will be seen, passing upwards from the superior 
surface of the duodeno-jejunal flexure. This small muscle- 
like mass has a free left edge, lateral to which is the 
inferior mesenteric vein. On tracing it to the right one is 
unable to define its right edge, as it forms a continuous 
sheet with the structures passing on the one hand to the 
concavity of the duodenum, and on the other hand into the 
mesentery of the small intestine. This is evidently the 
musculus suspensorius duodeni of Treitz. . 

The greater part of it ends superiorly in a small elastic 
tendon (intermediate tendon), which lies to the left of and 
opposite the origins of the superior mesenteric and coeliac 
axis arteries. A small portion of it is attached to the 
connective tissue surrounding the superior mesenteric 
artery. The intermediate tendon passes upwards in 
front of the nerve cord connecting the two semilunar 
ganglia, and ends in a small muscular bundle (Hilfs- 
muskel of Treitz) which springs from the right crus of 
the diaphragm or from the lower part of the oesophageal 
opening. In the latter case most or all of the fibres sweep 
round the right side of the oesophageal opening. In one 
of my subjects some fibres also passed to the left side of 
the opening. Instead of a muscular attachment one may 
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find a fibrous band connecting the intermediate tendon to 
the diaphragm. ‘ 

There is therefore a band of tissue passing from the 
duodeno-jejunal flexure to the diaphragm. Treitz sub- 
divided this band into three parts : 

1. Lower, consisting of involuntary muscle fibre (the 
musculus suspensorius duodeni). 





Fig. 3—A diagram _re- 
sembling Fig. 466, Poirier, 
TomelV. The Treitz struc- 
ture shown by dotted lines. 
A, Transverse colon; B, 
superior mesenteric artery ; 
c. duodenum; D, muscle of 
Treitz ; E, descending 
colon. 


Fig.4.—The Treitz struc- 
ture in the position it 
would occupy before the 
twisting of the bowelaround 
the superior mesenteric 
artery. A, Duodeno-jejunal 
flexure; B, muscleof Treitz; 
c, vitelline duct; pb, mid- 
point of transverse colon; 





E, Hilfemuskel; F, superior 
mesenteric artery. 


ms A middle tendinous portion formed of yellow elastic 
res. 

3. An upper part, composed of striated muscles (the 
Hilfsmuskel). 

By a microscopical examination of fresh material from a 
six months fetus and an adult, Treitz’s statements were in 
great part confirmed. Involuntary muscle fibre was 
plentiful in the 
fetal structure, but 
could only be 
found with diffi- 
culty in the adult, 
yellow elastic 
fibrous tissue being 
the main material 
in the latter. 





Relations. 
Posterior: Left 
renal vein; left sup- 
646 rarenal vein; nerve 
cords connecting 
semilunar ganglia; 
inferior phrenic 
arteries; aorta. 

Anterior: Inferior 
mesenteric vein; 
body of pancreas; 
splenic vessels; 
lesser sac of peti- 
toneum; coronary 
artery. 

Mesial : Superior 
mesenteric artery ; 
coeliac axis. 

Lateral: Inferior 
mesenteric vein. 





Development. 
As I have not 
examined the 
Treitz structure at 
an earlier stage 
than the six-month 
fetus, the views on 





Fig. 5.—Shows the three conditions 


found. In one the plica was absent. 
A, Mesentery ; 3B, plica  duodeno- the early develop- 
jejunalis ; c. inferior mesenteric vein. ment are theo- 


retical. During the development of the alimentary tract 
the small intestine and a portion of the large intes- 
tine revolve around the superior mesenteric artery 
in a direction opposite to that of the hands of a 
watch through 270°... If one mentally untwists this 
loop of bowel and remembers the adult position of the 





Treitz structure (lies fo the left of the superior mesenteric 
artery), it is evideni tha‘ if the Treitz structure exists at 
such an early s‘age es that represented in Fig. 4, it will 
present the relation to the superior mesenteric artery 
there depicted. 

If Fig. 4 is correct, it is quite probable that the Trei‘z 

















Fig. 6.—‘i he transverre colon bas been thrown 
upwards, and the small intestine has been thrown 
to the right. A plica duodeno-jejunalis of small 
extent is exposed. A, Transverse colon; B, plica 
duodeno-jejunalis; c, jejunum; pD, fourth part of 
duodenum; £, left kidney; F, descending colon; 
G, inferior mesenteric vein. 


structure is an important factor in pulling the duodeno- 
jejunal flexure round the superior mesenteric artery and 
into its final position. Its action would then be of a similar 
nature to that of the gubernaculum testis. It further 
resembles the gubernaculum testis in that in the fetus the 
musculus sus- 
pensorius 
duodeni_ con- 
sists chiefly 
of involun- 
tary muscle 
fibre, whereas 
in the adult 
this has 
almost en- 
tirely disap- 
peared, fibro- 














elastic tissue 
being the 
chief com- 
ponent. 
P asap Fig. 7—The same subject as Fig. 6. The 
a - transverse colon as een thrown upwards anc 
The # ifs the small intestine pulled downwards. The 


muskel, con- anterior surface of the plica is seen. A, Duodeno- 
tracting syn- jejunal flexure; _ a a 
chronously wales pion auodeno-icjanalis :% descending 
with the dia- colon. 

phragm, will ; 
during inspiration prevent the solar plexus from moving 
downwards (in one subject the intermediate tendon split 
to enclose and support the rerve cord connecting the two 
semilonar ganglia), and will support the duodeno jejunal 


flexure and the mesentery of the small intestine. 


The Plica Duodeno-jejunalis, 

This is a small fold of peritoneum which has received 
several names; for example, Jonnesco refers to a fold of 
peritoneum attached to the flexure, and assisting in the 
formation of the superior daodenal fossa, as the superior 
duodenal fold. One could, however, only apply this term 
to the plica shown in Fig. 6, where it 1s of small extent 
end attached only to the duodeno-jejunal flexure, and not 
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to the plica in Fig. 9, where the jejunum has an extensive 
attachment to the fold. Many surgeons refer to it as the 
ligament of Treitz in describing the operation of posterior 
gastro-enterostomy; for example, Bingham’s Operative 
Surgery, 1908: 


The beginning of the jejunum is now sought for, and is most 
readily found by eg igen | displacing the great omentum 
apwards and to the left, and the transverse colon and meso- 
colon upwards and to the right, and by following down the 
under surface of the mesocolon to its base from left to right, 
as the finger passes beneath the ligament of Treitz, a loop of 
small intestine is encountered, which is the commencement 
of the jejunum. ‘ 





A, luferior mesenteric vein ; A, Muscle of Treitz. 


B, pPplica duodenc-jejunalis ; 
«, duodeno-jejunal flexure; D, 
superior mesenteric artery. 


Fig. 8.—The same subject as Fig. 6. The anterior layer of the 
plica has been removed to expose the musculus suspensorius 
duodeni. The plica was entirely filled by the latter structure. 


As I have been unable to find in Treitz’s article any 
description of such a ligament, it is probable that a mis- 
take has been made, the plica duodeno-jejunalis having 
been mistaken for the musculus suspensorius duodeni. 

Plica duodeno-jejunalis is the term used to describe this 
fold in the Spalteholtz atlas, and, as it is suitable for 
either of the common forms of fold, it should be generally 
adopted. 

This plica was absent in only one of the bodies 
examined. Two types of the fold may be described: 

1. The plica connects the summit of the flexure to the 
posterior abdominal wall immediately inferior to the body 
of the pancreas. It does not extend to the left of the 


Fig. 9.—The transverse colon has been thrown up- 
wards and the small intestine has been thrown to the 
right, A plica of Type 2 is exposed. a, Transverse colon ; 
B, jejunum; c, fourth part of duodenum; p, inferior 
mesenteric vein; E, plica duodeno-jejunalis; F, 
descending colon. 


inferior mesenteric vein, and it accurately surrounds the 
musculus suspensorius duodeni (see Figs. 6, 7, and 8). 

2. The plica is more extensive than in (1). It connects 
the summit of the flexure to the posterior abdominal wall 
and the antimesenteric border of the first inch or inch 
and a half of jejunum to the inferior surface of the 





inferior mesenteric vein, and the musculus suspensorius 
duodeni is enclosed only by its mesial portion (see 
Figs. 9, 10, and 11). 

In 9 cases out of 16 a plica of Type 1 was present. In 
6 cases out of 16 a plica of Type 2 was present. 
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Fig. 10.—Same subject as Fig. 9. Small intestine pulled down- 
wards and transverse colon thrown upwards. A sufficient amount 
of the anterior layer of the plica has been removed to completely 
expose the musculus suspensorius duodeni. Note that the latter 
structure is very large, but only occupies the mesial portion of the 
plica. A, Transverse colon; B, muscle of Treitz; c, superior 
mesenteric artery; Dp, duodenum; f£, plica duodeno-jejunalis ; 
F, descending colon; G, jejunum. 


An interesting point arises in deciding the exact com- 


mencement of the jejunum. Does the jejunum begin at 
the left edge of the musculus suspensorius duodeni or at 
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Fig. 11.—A different subject to Fig. 10, but dissected and viewed 
in the same way. An extensive plica of Type 2 is present, but the 
musculus suspensorius duodeni is very small. Note that the 
latter structure is sharply limited laterally by the inferior 
mesenteric vein. (This relation is always present.) A communica- 
tion between the middle colic and inferior mesenteric veins 1s 
present. A, Transverse colon; B, middle colic vein; Cc, inferior 
mesenteric vein; p, muscle of Treitz; E, duodenum; F, plica 
duodeno-jejunalis ; G, descending colon , H, jejunum. 





the left edge of the plica duodeno-jejunalis? These 
two points may be separated 1} in. (Figs. 10 and 11). Are 
these 11 in. of bowel to be included in the flexure or 





transverse mesocolon. It extends to the left of the 


in the jejunum ? 
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From a study of my material I would include them in 
the flexure, and therefore begin the jejunum at the left 
edge of the plica. The duodeno: jejunal flexure should not 
be defined by the attachment of the musculus suspen- 
sorius duodeni alone, but its limits should depend also on 
the attachment of the plica duodeno-jejunalis. 


REFERENCE. ; 
1 Poirier, Tome iv, Parts II-III, Figs. 463-466. 


DISCUSSION. 

Professor Jonnson Symincton, F.R.S. (Belfast) thought 
that, while Mr, Crymble’s theory as to the function of the 
wuscle of Treitz during early fetal life wasa very probable 
one, its subsequent partial conversion into elastic tissue 
was hardly what one might expect. If in the adult it 
acted mainly as a ligament, one would expect the change 
would result in the formation of ordinary fibrous tissue. 


Dr. Wittiam Wricut (London Hospital) asked if Mr. 
Crymble had seen a well-marked plica passing from the 
transverse mesocolon down to the duodeno-jejunal flexure, 
and containing a large vein passing from the middle colic 
area, to open into the inferior mesenteric vein. This plica 
Dr. Wright had found to bound anteriorly the duodeno- 
jejunal fossa. 


Professor D. WatEerston (King’s College, London) re- 
marked upon the variations existing in the interval 
between the duodeno-jejunal flexure on the one hand 
and the root of the transverse meso-colon on the other. 
In certain cases the flexure was adherent to the transverse 
mesocolon; in others there was an interval of some inches. 
This was frequently associated with varying degrees of 
development of the muscle of Treitz. 


Professor ARTHUR KriTH (Royal College of Surgeons, 
London) had regarded the muscle of Treitz as having 
a double origin: (1) The upper part formed along with the 
diaphragm, and, like it, composed of striated muscle; and 
(2) the lower part formed from the subperitoneal layer of 
muscular tissue—from the same layer, in fact, as that 
which gave rise to the gubernaculum. 


Mr. N. C. Rutruerrorp (Royal College of Surgeons, 
Dublin) asked Mr. Crymble at what period of develop- 
ment the muscle of Treitz exercised a function in 
producing the position and shape of the normal duodenum. 
The early appearance of the flexure representing the 
duodenum was too early for complete development of 
muscular fibres. In late adult life, on the other hand, the 
lower (mesenteric) portion of the muscle was atrophied. 
Against these two facts the muscle was easily demonstrable 
in youth. The speaker was of opinion that the muscle 
exercised its function in early youth, when it was common 
to find the attachment of the root of the mesentery hori- 
zontal, and the fourth part of the duodenum practically 
unrepresented—a fact which might be of significance in 
relation to the difference between the intestinal digestion 
of the adult and that of the child—a difference due, 
therefore, to the presence of the fourth part in the former 
and its absence in the latter. 


Mr. P. T. Crymexx, in reply, said that the involuntary 
muscle fibre did not change into elastic tissue, but 
ateophied, leaving the elastic tissue in great preponder- 
ance. <A vein running between the middle colic and 
inferior mesenteric, as mentioned by Dr. Wright, he had 
seen, but it did not raise a fold of peritoneum. Had it 
done so, a fossa ducdeno-jejunalis would have been pro- 
duced. He agreed with Professor Keith’s view of the 
morphology of the muscle of Treitz. He believed that it 
acted similarly to the gubernaculum, and drew the 
duodeno-jejunal flexure into position. He could not say, 
in answer to Professor Waterston, if any relation existed 
between the extent of the plica duodeno-jejunalis and the 
size of the muscle of Treitz. The largest Treitz muscle 
was, however, associated with an extensive plica. He had 
found that the first part of the jejunum ran to the left in 
a large percentage of cases, but it must be noted that he 
defined the flexure by the attachment of Treitz muscle. 
If one were to make a new definition, and define the 
commencement of the jejunum as the first free part of 
the bowel, then the course of the first part of the jejunum 
would frequently be to the right or straight downwards. 
In reply to Mr. Rutherford, he did not believe that Treitz 





structure ceased to develop shortly after birth, but he 
believed that it continued to exert a fixative action on the 
flexure. 


A CYCLOPS AND AGNATHOUS LAMB. 


By Reainatp J. Guapstone, M.D., F.R.C.S., 
Middlesex Hospital, London, W. 

Tue occasional birth of monsters, and especially the 
cyclopean variety which forms the subject of this paper, 
has from the earliest times given rise to intense curiosity, 
and much speculation as to their cause. Geoffroy 
St. Hilaire describes an anencephalic monster which was 
preserved by the Egyptians as a mummy; we find fre- 
quent allusions to them by Grecian and Roman authors ; 
and in more recent times Samuel Pepys records how ‘“ A 
gentleman told us he saw, the other day, and did bring a 
draught of it to Sir Francis Pridgeon, a monster born of 
a hostler’s wife at Salisbury; two women children per- 
fectly made, joyned at the lower part of their bellies, and 
every part as perfect as two bodies, and only one payre of 
legs coming forth on one side from the middle where they 
were joined. It was alive twenty-four hours, and cried, 
and did as ali hopefull children do; but being showed toc 
much to people was killed.” 

The specimen (Fig. 1) which I shall now describe is the 
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Fig. 1—Head of fetal lamb, showing cyclops combined with 


agnathia. A, Bone arch formed by the fusion of tympanic plates ; 

B, hyoid arch; c, closed external auditory meatus. 
head of a male lamb, which was presented to Mr. J. Bland- 
Sutton by Mr. Eric Fazan. There is, in addition to the 
cyclops, the interesting defect of “agnathia” or absence 
of the lower jaw. 

A single eye elongated in the transverse direction is 
present in the front of the head. The frontal region above 
the eye is small, and slopes backward to the occiput. 
Below the eye is a median projection with a bony nodule 
at its base. It juts upwards in front of the eye, and is 
covered on itssuperior surface by a smooth mucous mem- 
brane continuous with the conjunctiva; the under surface 
is covered with hair, which is directed downwards in the 
form of a beard. A groove on each side separates the 
median process from the maxillary process. This groove 
appears to represent the lateral angle of the mouth, which 
is normally formed between the mandibular and maxillary 
processes of the developing face. The median projection 
will thus be formed by the fusion of the labial portions of 
the mandibular processes, and the nodule at its base wil? 
represent a rudimentary lower jaw. 

The palpebral aperture is lozenge-shaped. A rounded 
angle is present above, where the right and left halves of 
the single upper eyelid become continuous. The superior 
conjunctival fornix runs up beneath the lid for about 6 mm. 
A crescentic fold of conjunctiva is present beneath the 
upper angle, the horns of which extend downwards to the 
upper margin of the cornea. The lateral angles of the 
single palpebral aperture correspond to the outer canthi of 
the right and lett eyes. The margins of the lower lids 
slope downwards to the base of the median projection. 
Two vertical folds of conjunctiva descend from the eyebal) 
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to the base of the median process; between them isa slight 
depression, and on each side a small pigmented area which 
appears to represent the caruncle. This pigmented area 
is situated between tho lateral fold and the margin of the 
lower lid. The cornea, which is elongated transversely, is 
somewhat triangular in outline, the base of the triangle 
being situated below. Below the median projection the 
two external ears are connected together by an oval 
depression, the floor of which is formed by smooth skin, 
continuous with that lining the inner surface of the ears. 
The depression is bounded in front by a transverse 
cutaneous fold By making an incision into this a cavity 
was opened, which appeared to be formed by the fused 
cartilaginous portions of the two external auditory 
meatuses; these are closed at each side externally, and 
internally are continuous with ope another in the middle 
line, The depression is bounded behind and laterally by a 
rounded eminence raised by a bony arch composed of the 
right and left tympanic plates or bullae, which are fused 
in the middle line so as to form a horse-shoe shaped bar, 
with the concavity directed upwards and backwards. 


In three specimens in the museum of the Royal College of 
Surgeons (England), 252, 253c, and 253D, this bony arch is seen 
to enclose the fused right and left tympanic membranes, with 
rudimentary tympanic ossicles. In specimen 253pD, the handles 
of the right and left malleus are clearly visible, and are placed 
vertically one on each side in the common membrane. 


On making a dissection of the neck, it was seen that the 
pharynx (Fig. 2) terminated blindly above, and that the 
vestibule of the larynx 
opened into the anterior 
wall of the pharynx in 
the usualsituation. Above 
this was a rounded 
tubercle, the rudiment of 
the tongue; above this 
again the soft palate and a 
blind pointed recess in 
the position of the naso- 
pharynx. The byoid arch 
und larynx were found to 
be normal. 

On removing the vault 
of the skull, the two 
cerebral hemispheres were 
seen to be fused together 
jn the median plane; a 
single large anterior cere- 
bral artery sank into the 
obliterated longitudinal 
fissure a short distance in 
front of the optic chiasma 
and lamina terminalis. 

The posterior part of the 
brain and cerebellum, and 
the mid-brain appeared 
6 normal. ; 

Fig. 2.—Pharynx of agnathic The crista galli and 
ee Ay See eee ee ae cribriform plate were seen 
pharynx; B, Vestibule of lavas: to be absent, the roof of 
palate; E, rudiment of tongue; the orbit being formed by 
F, Pharynx laidopen from behind; a fusion of the two halves 
en of the frontal bone. A 

single optic nerve passed forward from the chiasma 
through an optic foramen in the median line. The 
thoracic and abdominal viscera appeared to be normal, 

In discussing the causes which lead to the defects of 
cyclops and agnathia two varieties of the condition must 
be distinguished. First, the presence of a median eye, 
fusion of the ears, and absence of the lower jaw, which 
sometimes occurs in twins united with one another face to 
face and sternum to sternum (cephalothoracopagus); and, 
second, the same conditions occurring in a single fetus, 
such as the cyclops lamb which I have described. In the 
former two secondary faces are formed, each of which 
may be perfect, one half of each face being formed from 
one fetus and the otber half from the other fetus (Fig. 3). 
More commonly, however, the two fetuses are united 
with one another at an angle so that one secondary 
face is imperfectly developed, whereas the other may 
be perfectly formed (Fig. 4). In these cases it is the 
central portion of the secondary face ‘marked A in 
Fig. 4) which is defective; arrest of growth of the 








ethmoidal and mandibular regions of the face takes 
place, with the result that all degrees of approxi- 
mation of the eyes and ears occurs, from the normal 
to cyclops and synotia, or there may be a total absence 
of the eyes and ears. When cyclops and synotia 
occur in a single individual we have, I think, the same 
mechanical cause coming into play, namely, an arrest of 
growth in the part of the developing head, which will 
become the ethmoidal region, and lower part of the face, 
including the mandible, accompanied by a symmetrical 
growth and fusion of the outer parts of the right and left 
sides of the face. Thus, the outer half of the right eye 
will be joined with the outer half of the left eye, the 
growth of the inner halves of the two eyes and the parts 
between them being suppressed owing to the arrest of 
growth of the part from which they should normally be 
developed. 

The exact cause of this arrest in growth and why it 
should affect a particular part is not yet, I think, satis- 
factorily explained, but the trend of opinion seems to be 
in favour of external influences, such as a faulty implan- 
tation of the ovum. dependent, perhaps, on endometritis, 
giving rise to an imperfect formation of the chorion, and 
consequent interference with the nutrition of the embryo. 
In different stages of development different parts of the 
growing embryo or its appendages will be more susceptible 
to this interference in its nutrition than others, and hence 
suffer while other parts remain unaffected. When the 
arrest of the normal processes of development has once 
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taken place, many of the further stages in the develop- 
ment of the monster are secondary to the primary defect. 
In the case of cyclops, as pointed out by Huschke as early 
as 1832, the arrest of growth apparently takes place in the 
very early stages of development when the optic evagi- 
nations are continuous with one another across the ventral 
aspect of the forebrain. 
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A CASE OF CONGENITAL ABSENCE OF THE 
TRANSVERSE MESOCOLON. 
By N. C. RuTHERFORD, M.B.Edin., F.RC.S., 


Anatomical Laboratory, Royal College of Surgeons, Ireland. 
Tue following case of absence of the transverse mesocolon, 
as found in a dissecting room subject, seems worthy of 
record, for two reasons: (1) Because of its rarity ; 
(2) because, by virtue of its combination with other 
anomalous features in the disposition of the intestinal 
tract, it illustrates the mode of development of such an 
anomaly in a striking manner. 

The subject was a female, aged 60 years; cause of 
death, chronic bronchitis. 
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When the abdomen was opened it was noticed that the 
caecum was enormously distended. It occupied almost 
the whole of the lower right quadrant of the abdomen. 
After some search the terminal portion of the ileum was 
found to open into the caecum at an unusually high level 
—namely, at a point on the mid-Poupart plane, one inch 
above the level of the umbilicus. To permit of this, the 
lower part of the ileum with its mesentery had undergone 
a partial volvular twist upwards over the front of those 
coils usually found in the cavity of the pelvis. The 
appendix was retrocaecal, its terminal inch being extra- 
peritoneal ; it had no mesentery, and was about 10 cm. in 
length. 

The opening from the caecum into the ascending colon 
was small and lateral in position. The ascending colon, 
10 cm. in length, led directly upwards to the under 
aspect of the liver, where it turned downwards into a 
sharply curved, S-shaped flexure, which lay directly in 
front of the ascending colon. A few adhesions were pre- 
sent at the angle between the ascending colon and 
S-shaped curve, connecting it with the gall bladder and 
the anterior abdomina! wall. The S-shaped flexure seemed 
to form the first part of the transverse colon; it had a 
long, narrow mesentery. To the left of this the transverze 
colon disappeared behind the peritoneum. From this 
point to its termination, just above and to the left of the 
duodeno-jejunal flexure, it was closely applied to the pos- 
terior abdominal wall. The splenic flexure had the form 
of an open curve round the duodeno-jejunal junction, and 
was three inches removed from the spleen. ‘The descend- 
ing colon lay on the front of the psoas muscle. 

The peritoneum covering the transverse colon, and 
throughout the rest of the abdomen, with the one excep- 
tion at the hepatic flexure above noted, was fine in texture 
and free from the effects of disease. The walls of the 
strongly contracted transverse colon were hypertrophied. 
The longitudinal muscular coat was continuously disposed 
around its circumference although it was thicker in the 
normal position of the taeniae, giving an appearance com- 
parable to that obtaining in the wall of the rectum. The 
i appearance was noted in the walls of the descending 
colon. 

Among the other viscera the stomach occupied, for a 
female, an unusually horizontal position in the upper 
abdomen. Its pyloric end lay 3in. to the right of the 
mesial plane, opposite the tip of the ninth costal cartilage. 
The gall bladder lay further to the right, and bore its 
wonted relation to the pylorus. The second part of the 
duodenum covered the mesial half of the right kidney. 
The left kidney lay nearer to the mesial plane than usual, 
and was rotated so that its axis was vertical. 

On dissection no right colic artery was found, but other- 
wise the distribution of the mesenteric vessels was 
normal. The abnormal §S loop of the colon was supplied 
from the middle colic. The pancreas showed a distinct 
impression on the lower part of its anterior surface, the 
resultant flattening in that part of the gland obliterating 
the inferior surface of normal anatomy; this was due to 
the pressure of the abnormally placed colon. 

To understand the production of such an arrangement 
of the abdominal viscera it is evidert that two sets of 
factors must be considered—namely, («) primary, of 
embryonic origin; (/) secondary, of mechanical origin. 
The latter, being the least important, may be summarized 
briefly as merely tending to exaggerate the pre-existing 
malformation, and are referable to the incarceration of the 
transverse colon. Their resuits are seen in the dilated 
caecum and the hypertrophied muscular coats of the 
adjoining great gut. Further, the high position of the 
ileo-caecal valve has probably been exaggerated by reason 
of the dilatation of the caecum. 

The primary features and ultimate causation are, how- 
ever, only referable to some obstacle to the rotation of the 
primitive gut, and as such occurred in early embryonic 
life. Judging by the position of the splenic flexure and 
descending colon, the early excursion of the mid-hind-gut 
junction to the left was incomplete, and consequently the 
Space within the coclom necessary for the foldings and 
growth of the mid-gut towards the right of the cavity was 
unduly limited. To this is attributable the production of 
the abnormal subhepatic bends, and the crowding back of 
the remainder of the caudal limb of the mid-gut loop 
against the dcrsal wall of the cavity. The dorsal 





mesentery of this portion of gut accordingly adhered to the 
dorsal wall and disappeared. Daring this process, and 
equally a result of the overcrowding, the still mobile 
duodenum was carried further to the right than is 
normally tbe case. 

To judge from the abnormally high ileo-caecal valve, the 
retro- peritoneal tip of the appendix, and the lack of a meso- 
appendix, the usual downgrowth of the caecum was 
restrained and remained incomplete. 

This series of abnormalities is only referable to: 

1. Shortness of the primitive dorsal mesentery of the 
mid and hind gut. 

2. Curbing of the developmental excursion of the 
originally mesially-placed tube. 

3. The production, during the period of the most rapid 
growth of the gut, of a series of loops inordinate in number 
and form. 

On the other hand, the dorsal mesogastrium appears to 
have developed a normal bursa omentalis. Its attachments 
are, however, abnormal, because in the absence of a mid- 
gut mesentery it has adhered, not only to the ventral 
aspect of the transverse colon, but also below it to the 
front of the definitive mesentery at its root. Thus the 
colon in this situation comes to lie concealed behind 
the peritoneum just above the abnormal base of attach- 
ment of the great omentum. 

Farther dissection of this subject has revealed con- 
genital anomalies of the diaphragm and lumbar plexus. 
To what extent, if any, these are correlated with t! at 
above described is not apparent. The conditicn of the gut 
moorings is one of interest to the clinician, and as such 
seems worthy of record. 

I am indebted to Professor Geddes for his courieous 
assistance in the preparation of this report. 


DISCUSSION. 
Dr. Ettiot SmitH (Manchester) remarked that such 
cases were very rare, ani that he had seen but one 
similar case, in an Egyptian subject. 





RECENT RESEARCHES ON THE ANATOMY 
OF THE BLRD’s HEART. 
By Ivy McKenzie, M.B., and Jane I. Ropertson, M.B, 


THERE is no department of medical science in which the 
co-operation of anatomy and pbysiology with clinical 
observation has been wore fruittul than that which 
concerns the heart. The foundation of this progress was 
laid by the researches of Gaskell, McWilliam, and 
Engelmann. Following the work of Stanley Kent and 
His, the investigations of Retzer in America, of Aschoff, 
and his pupils, Tawara and Koch in Germany, and thcse 
of Keith and Flack in this country, have gone far to 
interpret a structural basis for the complicated movements 
of cardiac contraction. To McKenzie and Wenckebach is 
due the credit of applying the results of these investiga- 
tions in the domain of clinical medicine. Monckeberg, 
Sternberg, and others have succeeded in establishing 
in many cases a correlation between clinical pheno- 
mena and structural change. The attention of the 
anatomist has been chiefly concentrated on a special- 
ized form of cardiac muscle—on that structure 
which is regarded as preserving the muscular con- 
tinuity between the primitive chambers of the heart. 
A muscular connexion between auricles and ventricles was 
first described by Stanley Kent in 1893, and in the same 
year His published his observations on the bundle that 
goes by his name. It is to the Aschoff school, however, 
that anatomy is indebted for the most extensive and 
thorough exposition of the morphological distribution and 
histological structure of the auriculo-ventricular connexion. 
It has been definitely proved that in the mammalian heart. 
the auriculo-ventricular connexion is preserved by a bundle. 
of muscle fibres, which at one end are in continuity with 
the muscle fibres of the coronary sinus, and at the other 
with the subendocardial muscle fibres of both ventricles; 
it has also been shown thai in ungulates the Purkinje 
fibres represent the terminal distribution of this bundle. 
It has been stated that the seat of distribution is for the 
most part at the bases of the papillary muscles. The 
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individual fibres of this muscle system may be dis- 
tinguished from ordinary cardiac muscle by the following 
characteristics : 

1. They are as a rule narrow on the auricular side of 
the bundle. They contain glycogen, but do not possess 
such a strong affinity for the myosin stain (with van 
Gieson) as the ordinary muscle fibre. 

2. Transverse striation is not so well marked, may only 
be present at the edges of the fibres, or may be absent 
altogether. ; 

3. The fibres contain a relatively large number of nuclei 
which are round or kidney-sbaped, as contrasted with the 
rod-shaped nuclei of the ordinary cardiac muscle fibres. 

4. The fibres in the muscle bundle are in places inter- 
laced in a kind of network. 

5. An accompanying network of nerve fibres with 
ganglion cells has been described in some cases. 

6. The Purkinje muscle cells differ from the fibres of the 
main bundles in being broader and in containing more 
protoplasm ; they are also, however, deficient in striation, 
have a short rounded nucleus with very often a clear space 
in the protoplasm round the nucleus. 

7. This specialized muscle system is sharply demarcated 
in its main course from the ordinary cardiac muscle by an 
envelope of connective tissue; and it further has a special 
blood supply. 

8. This particular muscle does not participate in hyper- 
trophic or atrophic changes in the ordinary cardiac 
muscle, 

9, Experimental and clinical evidence proves that it is 
associated with the maintenance of co-ordinated movement 
between the auricles and ventricles. 

Until 1906, when Keith and Flack published their 
researches into the muscular connexions of the primary 
divisions of the heart, the bundle of His and its associated 
fibres were regarded as the only form of this type of 
specialized cardiac muscle. These authors, however, have 
described the existence of another bundle, or node, at the 
junction of the superior vena cava with the right auricle. 
Koch has confirmed the original view of Keith and Flack, 
that this node corresponds in structural detail with the 
auriculo-ventricular bundle; and the experiments of 
Einthoven, Hering, and Lewis indicate that functionally 
it has to do with the origin or regulation of the auricular 
contraction. What function or combination of functions 
are to be attributed to these nodes is still a matter of 
dispute. Whether they are cardio-motor, cardio-regulatory, 
or conductors of muscle stimuli is a problem without the 
scope of the present communication ; probably, conceptions 
of cardiac action which are formed as the result of 
arbitrarily attributing single functions to single structures 
are too elementary to afford explanation of the compli- 
a phenomena involved in co-ordinate contraction of the 

eart. 

Keith and Flack have also examined the muscular 
connexions between the primary divisions of the heart in 
the lower vertebrates. They have found that at the sino- 
auricular junction and at the auriculo-ventricular groove 
the musculature is specialized, although there is this 
point of distinction, that, as one proceeds from fish to 
mammals in the animal scale, the special tissue becomes 
more concentrated. Keith and one of us (McKenzie) have 
more recently carried out an extensive investigation into 
the hearts of the lower vertebrates. In all vertebrates, 
with the exception of birds, we have found specialized 
tissue at the junction of the primary divisions of the heart, 
and we have elsewhere emphasized the close relationship 
between muscle and nerve in these regions; to this com- 
bination of structures we have given the name of “ nodal 
tissue.” In the bird’s heart, however, there is no bundle 
of His, and there is no evidence of a specialized muscula- 
ture at the auriculo-ventricular junction. At the posterior 
aspect of the right auriculo-ventricular groove it would 
appear that a small thin leash of ordinary cardiac muscle 
fibres connect the right auricle with the right ventricle ; 
these fibres are best seen in the region of the opening of 
the left superior cava, The heart of the monotreme 
Echidna was examined to see whether it threw any light 
on the condition in the bird’s heart; here it was found, 
however, that the nodal tissue was present in much the 
situation and extent as in the higher mammals. Tawara 
in his monograph on the subject leaves the reader with 
the impression that the bird’s heart resembles the mam- 
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malian heart in the possession of a special muscle system. 
He does not give a detailed description of the situation of 
the main bundle; he refers, however, to the presence of 
large non-striated fibres of the Purkinje type in the 
neighbourhood of the blood vessels. 

In view of the somewhat inconclusive character of these 
findings, and more especially in view of the interesting 
results obtained with the electro-cardiogram by Dr. F. 
Bachanan in the Physiology Laboratory at Oxford, we 
decided to make a further examination of the bird's heart 
from the anatomical side. We have been able to confirm 
the previous finding that in the bird’s heart there is no 
bundle of His, such as is present in the mammalian heart. 
In the pigeon’s heart the large pale fibres accompanying 
the blood vessels, and referred to by Tawara as Purkinje 
fibres, do not constitute a muscular connexion between 
auricle and ventricle. The right auricle is connected with 
the right ventricle by a thin band of fibres of ordinary 
cardiac muscle in the region of the opening of the left 
superior vena cava. There is no special system of muscle 
fibres connecting the right or left auricles with the bases 
of the papillary muscles of the left ventricle. We have 
not been able to discover any specialized musculature in 
the region of the superior vena cava corresponding to the 
node of Keith and Flack. Although there is no specialized 
muscle in the usual sites, there was noted in some cases 
a very intimate association between nerve and muscle in 
the region of the opening of the superior vena cava, and 
also in the region of the auriculo-ventricular groove where 
the bundle of His lies in the mammalian heart. 

The heart of a bird is thus to be regarded as distinct 
from that of fish, amphibians, and reptiles on the one 
hand, and from that of mammals on the other. Exami- 
nation of the ventricular base of the bird’s heart, however, 
revealed the presence of structures which may be worthy 
of attention. These structures are associated (1) with the 
nerves at the bases of the aorta and pulmonary artery, 
where these vessels are contiguous; and (2) with the 
muscle tissue at the points where the semilunar valves 
rest on the ventricular muscle. 


1, Nerve Structures at the Ventricular Base. 

In close association with the main nerve trunks as they 
descend between the aorta and pulmonary artery, where 
these arterial stems are contiguous, there are small round 
bodies not unlike touch corpuscles (Fig. 1); in the pigeon’s 
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Fig. 1.—‘“‘ Cardiac corpuscles’ at the root of the aorta (left) and 
pulmonary artery (right). 


heart they are somewhat smaller than the glomeruli of 
the human kidney, are surrounded by a layer of fibrous 
tissue, and where a number occur together it is seen that 
they possess a very abundant blood supply (Fig. 2). The 
cells of these “cardiac corpuscles” are epithelioid in 
appearance, and take on the yellow stain with van 
Gieson. They are in some instances seen to be very 
closely associated with nerve fibres (Fig. 2). In some 
instances they are embedded in the wall of the pulmonary 
artery or aorta. They are also to be found in the course 
of the large nerve trunks which wind round in front of 











Oct. 15, 1910.] 


THE BIRD’S HEART, 


1163 


[ Tax Bairise 
Mepicat JouBNaL 








the aorta and have been observed accompanying the large 
nerve trunks at the entrance of the superior vena cava. 
What their actual significance is it is difficult to deter- 
mine, and in the absence of more detailed examination by 
special histological methods it is futile to speculate. In 
any case, they are situated in close association with the 
nerves and at places where they are exposed to the vary- 


~ 














Fig. 2.—"‘Cardiac corpuscle,’”’ consisting of a round mass of 
epithelioid-looking cells in close association with nerve fibres, ani 
a rich capillary blood supply. 


ing intracardiac pressure; in view also of their very rich 
blood supply, the possibility of their exercising some 
nutritional function must be kept in mind. 


2, Muscle Tissue at the Ventricular Base. 
¥ At the ventricular base of the heart, in the region of the 
attachment of the aorta and pulmonary artery, a mass of 
peculiar muscle tissue surrounds the opening of these vessels. 
This tissue lies between the valves and the ordinary 
cardiac muscle, or forms a kind of cushion on which the 
valves rest. It completely surrounds the apertures leading 
from the ventricles and is continuous for some distance in 
some cases on the under surfaces of the semilunar valves 
(Figs. 3 and 4). In older animals it has a loose areolar 





Fig. 3.—Section through the ventricular base of the bird’s heart. 


The dotted masses at the bases of the semilunar valves show the 
situation of the peculiar muscle tissue. 


appearance, contains a considerable amount of connective 
tissue, and comparatively few narrow muscle fibres. The 
muscle fibres are deficient in striation and the nuclei are 
somewhat rounded; the fibres are continuous with the 
ordinary cardiac musculature on the ventricular aspects of 
the cushions, and there are in places considerable prolon- 
gations into the lumena of the ventricles. In the hearts 
of young birds, from a few days to a few weeks old, this 





structure stands out very distinctly from the surrounding 


muscle. The fibres are in such cases arranged in whorls, 
and the muscular elements are relatively more abundant 
than in the same situation in the adult heart. The fibres 
themselves, however, are smaller and more irregular than 
the ordinary fibres, and they do not possess such a strong 
affinity for the myosin stain (van Gieson). The tissue is 
relatively rich in muscularelements. So far as has yet been 





_ Fig. 4.—Peculiar muscle tissue at the opening of acr.a ‘sime as 
figure 3). 


determined there is no evidence of this special blood or 
nerve supply to the structure. A regards the function of 
this special musculature two possibilities suggest them- 
selves: (1) It represents the remains of the bulbus cordis 
in the bird; or (2) it a specialized muscle tissue concerned 
in some way with the regulation of cardiac rhythm. 

The bulbus cordis, which is the fifth chamber of the 
primitive vertebrate heart, is supposed to be absent in the 
hearts of birds and mammals. The researches of Keith 
and of Greil render it probable, however, that the 
infundibulum of the right ventricle of the mammalian 
heart is the homologue of the fifth chamber. We have 
recently made an observation which lends support to this 
view. We have made a systematic examination of the 
dying hearts of about fifty guinea-pigs and on one occasion 
the following phenomena were observed: The heart had 
taken on a regular auriculo-ventricular rhythm of four to 
one, the auricular rate being about 160 per minute and the 
ventricular 40; it was observed, however, that following 
each auricular beat there was a contraction of the infundi- 
bulum of the right ventricle ; it was possible to determine 
whether the auriculo-infundibular rhythm represented true 
auriculo-ventricular rhytlim, but so far as could be observed 
it seemed to do so; it was impossible to decide whether 
the ventricular base below the aorta participated in the 
infundibular contraction on the right side. There is thus 
in the dying heart of a mammal evidence that the infundi- 
bulum is functionally distinct in one respect at least from 
the remainder of the ventricle, and this is true whether 
the remainder of the ventricle contracted invisibly or not. 
The fact remains that there was visible pulsation of the 
infundibulum and no visible pulsation of the rest of the 
ventricle. This observation is in conformity with the 
conclusions to which Keith has come and which he has 
substantiated in his lectures on the congenital malforma- 
tions of the heart. Gaskell emphasizes the fact that there 
are two kinds of cardiac muscle, distinct both as regards 
structure and function. Cardiac muscle is believed to 
vary in its excitability to stimuli and in its power of 
conductivity. The muscle tissue of the auricles and 
ventricles becomes modified into a reticulated mesh- 
work of striated fibres with a relatively low degree 
of excitability and high degree of conductivity, 
whereas the muscle tissue of the canalis auricularis, or 
auriculo-ventricular ring, and of the bulbus, remains un- 
differentiated or more embryonic, and possesses a higher 
degree of excitability and a lower degree of conductivity. 
A stimulus sufficient to excite contraction of the more 
embryonic muscle would produce no effect on the striated 
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vauscle. Thus, although the infundibulam of the mam- 
malian heart is composed of ordinary striated muscle 
fibres, it would seem to be in some respects distinct from 
the rest of the right ventricle: (1) In some cases of heart 
disease it is hypertrophied either alone or to a propor- 
tionately greater extent than the remainder of the right 
ventricle; (2) in some hearts it can be avatomically de- 
limited from the remainder of the right ventricle by a 
distinct ridge; (3) it corresponds to that portion of the 
heart representing the fifth chamber in congenital de- 
formity, and we A be present, although the remainder of 
the right ventricle be absent; (4) in the case of the guinea- 
pig referred to, the infundibalum alone appeared to contract 
in co-ordinated rhythm with the auricles. 

These points are emphasized because the bird’s heart in 
this particular region is morphologically indistingui: hable 
from that of the mammal; and if we are to attribute to 
the infandibalam properties which in the lower heart 
belong to the bulbus, then we have in the bird's heart both 
the infundibulum, with its striated musculature, and a 
special mass of muscle tissue, which suggests anatomically 
the remains of the bulbus. It is to be further noticed that 
in the bird’s heart this special musculature surrounds both 
the aorta and palmonary artery, and does not appear more 
abundant at one side of the apertures than at another. It 
is customary to explain the torsicn in development which 
ultimately gives its form to the adult four-chambered 
heart in this region as being due to an atrophic or 
absorptive process occurring in the bulbus, If this be 
literally the case, then one would expect, in the event of 
persistent bulbar tissue being present, that it would be 
unequally distributed round the orifices of the arterial 
trunks. Either this is not bulbar tissue or the statement 
about atrophy of the embryonic bulbus cannot be accepted 
in a literal sense. 

Whether this tissue is functionally active it is impossible 
tosay. In the adult its loose reticulated appearance does 
not suggest power of strong contractility, and its fibres are 
not arranged in the form of a sphincter, although the 
tissue surrounds tbe orifices of the large vessels. It would 
be necessary to determine its appearance and its relation 
to nerve fibres in a large series of different birds before 
suggesting further as to its possible nature and function. 

Dr. Buchanan has suggested that a difference in the histo- 
logical structure of the muscle fibre of hearts of different 
rapidity might account for the great variations in rate of 
beat. We have not been able to detect any such struc- 
tural difference. On the whole, it might be said that the 
muscle fibre of the auricle approaches more nearly that of 
the ventricle in birds than in mammals. Miss Buchanan 
finds that on examination with the electro-cardiogram the 
heart of the bird can be distinguished from that of the 
reptile on the one hand and from that of the mammal on 
the other. 

From the anatomical side we have found that: 

1. There is no bundle of His, or other specialized 
form of muscle tissue connecting the auricles with the 
ventricles. The sino-auricular node is also absent. 

2. There are peculiar nerve structures, or structures in 
close association with nerves, at the root of the aorta and 
pulmonary artery. 

3. The aorta and pulmonary artery are surrounded at 
the bases of the semilunar valves by a loose reticulum of 
poorly-striated muscle fibres in a cellalar matrix. 








Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


A POSSIBLE FALLACY IN FEHLING’S TEST 
FOR SUGAR. 
A SAMPLE of urine was recently sent to me from a patient 
in India. I had instructed him to put in a little formalin 
to prevent decomposition, and the sample arrived well 
preserved. Although the symptoms did not point to 
glycosuria, I tested for sugar asa matter of routine, and 
was surprised to find the Fehling’s solution reduced. 
The Fehling’s solution was tested and found to be good. 
Wondering if the formalin might be the cause of the 
reduction, I heated some Fehling’s solution and added a 
few drops of pure formalin and at once got reduction. The 








deposit with formalin appears of a darker shade than 
usual, and falls to the bottom of the test tube more 
readily. 
P. HAMILTON ROBERTSON, M.B., 
Assistant Regius Professor of Surgery, Glasgow 
University. 

CASE OF HYDROCEPHALUS WITH SPINA BIFIDA 

AND DOUBLE TALIPES. 
ON August 22nd I attended Mrs. B., aged 29, in her confine- 
ment. Her three previons confinements had been perfectly 
normal, and all the children healthy. 

The midwife told me that the membranes had ruptured, 
and that the patient had been in strong labour for six 
hours. 

The presentation was a breech, quite low down, and the 
os fully dilated. The child was soon delivered as far as the 
shoulders by the natural expulsive efforts of the woman, 
the right arm being in the nuchal position then gave some 
trouble. The head refused to budge, and eventually 
required perforating, this was followed by a gush of fluid 
and the almost immediate delivery of the dead child. 

The child was a large full-term male, having a hydro- 
cephalic head, spina bifida of the lumbar region, and 
double talipes equino- varus. 

The mother had fallen down some cellar stairs during the 
fourth month of pregnancy, and to this she attributed the 
child’s abnormalities. 





R. BARING DAVIDSON, L.R.C.P., 
Congleton, Cheshire. L R.C.8.E., D.P.H. 
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MEDICAL AND SURGICAL PRACTICE IN THE 
HOSPITALS AND ASYLUMS OF THE 
BRITISH EMPIRE. 





BUTTERWORTH HOSPITAL, TRANSKEI, SOUTH 
AFRICA. 
CASE OF REGENERATION OF THE FEMUR IN A CHILD OF 
5 YEARS AFTER REMOVAL OF 3}1N, OF THE SHAFT, 
(Under the care of C. PERCY BLIGH WALL, M.D., Ch.B.) 


Y. C., European, aged 5 years, was admitted to the 
Butterworth Hospital on July 20th, 1909, suffering from 
a fracture of the left femur which had been sustained two 
and a half months previously. 

On admission the thigh was curved and shortened, the 
convexity of the curve forwards and upwards. There was 
a point of bone projecting into the popliteal space. X-ray 
examination showed the upper end of the temur to be 
partially flexed on the trunk, and, from the end of this, 
bone showed passing down with its end lying in the 
popliteal space. The shadow of this piece of bone was 
somewhat obscured by that of what was taken to be bone 
formation in the stripped pericsteum. 

There was a small swelling in the popliteal space rather 
inflamed in appearance, and this had apparently been 
discharging before admission. On the third day this spot 
commenced to discharge a thin, watery pus. Fomenta- 
tions were applied, and on August 18th, 1909, the leg was 
opened and a piece of the complete shaft of the femur 
34 in. long extracted. This was partially stripped of 
periosteum before the operation, and care was taken to 
complete this stripping process during the removal of the 
bone. The leg was put into a Liston splint and the wound 
drained. It discharged fairly freely, but by Septem- 
ber 14th was completely healed. 

From September 10th to 28th extension was applied to 
the leg; the extension was then taken down, and massage 
with flexion movements commenced. On October 12th 
the patient was allowed to walk with crutches. On 
November 4th she was supplied with a boot with a thick 
sole and encouraged to walk without crutches. The 
shortening in the leg was found tobe }in. A few days 
later she could walk without a stick, and at the present 
time is able to run about. X-ray examination showed 
solid bone formation uniting the ends of the femur. 
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ABDOMINAL SURGERY. 
THE twenty-fourth volume of Le Dentu and Delbet’s 
new treatise on surgery is from the pen of AIME GUINARD, 
Surgeon to the Paris Hotel-Dieu, and deals with surgical 
diseases of the abdomen, more particularly those of the 
peritoneum, the stomach, and the intestine.! It is not 
a little remarkable that an author who is so well versed in 
modern pathology, who can describe so admirably the 
experimental, the histological, and bacteriological data 
upon which recent progress has relied, should neverthe- 
less arrive at conclusions so different from those generally 
accepted in this country, in America, and in Germany as 
to treatment. A clear conception of the work of Durbam 
and his followers on the physiology of peritoneal defence, 
backed by a knowledge of the practical applications we 
owe to Murphy and Fowler, could bardly have left room 
for the advice to employ morphine and ice applications in 
the presence of general peritonitis or in the presence of an 
acute attack of appendicitis. Yet that is the advice of 
Dr. Guinard—modified in contradictory fashion elsewhere, 
it is true. Carried along on the swift stream of the 
author’s easy prose, in complete agreement page after 
page, delighted with the skill and address employed to 
drive home some point in pathology apprehended but not 
before so clearly enunciated, it is a shock to find oneself 
in complete disagreement when it comes to treatment. 
After an admirable introduction to the etiology, the 
pathological anatomy, and the dangers of appendicitis ; 
after an admirable endeavour to strip the disease of some 
of its mystery and some of its redundant classification, 
the author gives advice for treatment which on his 
own showing seems to us indefensible. At any rate, 
it ‘‘ gives one furiously to think.’’ He advises immediate 
operation only in the presence of acute peritoneal infec- 
tion or where pus is demonstrable; he is dreadfully 
afraid the peritoneum will not be able to take care of 
itself after operation and removal of the source of the 
mischief, but he is quite content to obscure the issues 
so far as the clinical aspects are concerned, and trust 
blindly to the peritoneum to take care of itself in the 
closed abdomen with the fons et origo still active. In 
other words, he gives opium in some form to quiet down 
the peristaltic movements, and aids this end by ice. It is 
forced upon us that the course of appendicitis is different 
in France. We have spoken at length on this point 
because appendicitis takes up a hundred and seventy of 
the six hundred pages of the volume. Intestinal obstruc- 
tion, apart from hernia, it is true, is then dismissed in 
less than forty pages. The author discusses the various 
Surgical procedures that have been practised for 
*‘megocolon,’’ himself favouring ileo-rectostomy—that 
is to say, an insertion of the divided ileum into the gut 
below the distended loop. In speaking of ileo-caecal 
tuberculosis, a method of intestinal suture by permanent 
invagination is described. Despite the authority of the 
name of Delbet, we cannot help thinking the danger of 
further invagination by peristalsis must damn such a 
method when so many others are available. There is a 
very good chapter on methods of exclusion of the intestine 
for neoplasms and other causes of obstruction, and also on 
methods of dealing with the faecal fistulae and the arti- 
ficial anus. The section dealing with the stomach and 
duodenum is really not adequate: some of the operations 
described are antiquated, and in some instances are con- 
temptuously dismissed after a page or two has been 
wasted in the account of them. The author mentions 
some interesting experiments of his own made on dogs to 
elucidate the mechanics of gastro jejunostomy; their 
purport was to show that in the absence of pyloric 
obstruction the artificial opening was not used; but that 
is an old story. In dealing with contusions of the abdo- 
men, the author still advocates the button-hole puncture 
above the pubes as an exploratory measure. We cannot 











1 Nouveau traité de chirurgie. XXIV.—Affections chirurgicales de 
Uabdomen. Péritoine, Estomac, Intestin. Par A. Guinard. Paris : 
J. B. Bailliére et Fils. 1910. (Sup. roy. 8vo, pp. 582; 115 figs. Fr.12.) 





but feel the objections raised by his colleagues when the 
idea was first promulgated, and, frankly acknowledged 
here, would deter most surgeons from its adoption. 





PATHOLOGY OF APPENDICITIS. 
PROFESSOR CARL WINKLER, of the Imperial Pathological 
Institute of Breslau, is an author whom it is a delight to 
read. So many excellent German books are involved in 
their phraseology, overladen with detail, and marred by 
comments and allusions of no interest to the general 
reader, however gratifying or annoying they may be to 
the rival professor at whom they may be levelled. Here 
we have a book on the pathology of the appendix vermi- 
formis,? written in the simplest language, invariably to 
the point, by an author thoroughly conversant with recent 
literature and yet not overwhelmed by its enormous mass. 
In the light of the enormous importance of anatomical 
conditions for the development and course of appendicitis, 
fifty pages devoted to normal anatomy is not too large 
a slice of a volume on diseases of the organ. A short 
chapter on pathological anatomy merely leads up to the 
study of inflammation of the appendix, more particularly 
from the histological point of view. The great point 
which the author makes is the remarkable similarity of 
early appearances, the unity, as it were, of the essential 
process and the accidental character of the various 
terminal divergences. No one who has examined a 
hundred consecutive appendices can have failed to be 
struck by the general similarity of all varieties, with the 
predominance of the round-celled infiltration of the suc- 


' cessive layers of the wall, with the easy transition to 


abscess formation in the wall, and the small circumstances 
that have determined its rupture towards the lumen or 
towards the peritoneum. He will find here an admirable 
summary of his own observations which, like those of 
Winkler, have probably been suggested by the work of 
Aschoff. There is a very instructive discussion of the 
significance of ‘‘faecoliths,’’ from which emerges a 
general support of Sprengel’s views. We note, as the only 
omission of moment we have come across, an absence of 
reference to the work of Maaloe (published in such lavish 
style by the Carlsberg fund) on the formation of diverticula 
and on obliteration of the appendix. It is noteworthy that 
nothing like the importance attached by French authors to 
intestinal parasites in the initiation and maintenance of 
the inflammatory process is admitted in Germany. There 
are separate sections dealing with tuberculosis, actino- 
mycosis, syphilis, and tumours of the appendix. Typhoid 
fever in Germany, unlike the state of affairs in America, 
is seldom responsible for acute attacks of appendicitis; 
similarly syphilis, which some French authors have 
accused of malign influence on the appendix, can be 
almost entirely exonerated in Breslau. The plates that 
illustrate this excellent text are almost, if not quite, as 
good as those previously issued by Aschoff; they have 
been selected with the greatest care, and are really 
instructive. References to recent literature are given at 
the end of each section. It should be understood that 
the author is not concerned in this volume with either 
etiology or treatment. 





POST-OPERATIVE TREATMENT. 
‘‘ As a rule, the end of the operation marks the beginning 
of the surgeon’s care and anxiety.’’ This is the first 
sentence in Dr. CRANDON’S Surgical After-Treatment.® 
‘¢ Tout doit entrer en ligne de compte apres une intervention 
chirurgicale,”’ said M. Salva Mercadé in his very similar 
work La période post-opératoire, written quite inde- 
pendently of the treatise now under our notice, and issued 
but a few months since. The almost simultaneous appear- 
ance of two valuable works shows that they represent a 





2Die Erkrankungen des Blinddarmanhanges (Processus Vermi- 
formis). Von Professor Dr. Med. Carl Winkler. Jena: Gustav 
Fischer. 1910. (Roy. 8vo, pp. 340, 10 Talfeln, 22 figures in text. M.18.) 

3 Surgical After-Treatment: A Manual of the Conduct of Surgical 
Convalescence. By L. R. G. Crandon, A.M., M.D., Assistant in Surgery 
at Harvard Medical School, etc. With 265 original illustrations. 
Philadelphia and London: W. B. Saunders Company, 1910. (8vo, 
pp. 803.) 
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supply called for by ademand. That demand, that want, 
was not until recently felt so keenly as circumstances 
indicated. Once, not half a century ago, the surgeon felt 
anxiety after his operations because nursing was so bad. 
Now he may, perhaps, be alittle too careless, at least in 
his hospital practice, because nursing is relatively so good : 
whilst when thrown on his own resources he is often more 
helpless than his predecessors. Surgical After-Treatment 
therefore supplies a distinct want, for, as Dr. Crandon says 
in his preface, he writes for house-surgeons in hospitals 
and general practitioners in communities which are not sur- 
gical centres. His work is written in English, illustrated 
after the best pattern of American art as familiar to us in 
the publications of the Johns Hopkins Medical School, and 
is more complete than Mercadé’s treatise, which, on the 
other hand, is perhaps a little more skilfully condensed. 
Dr. Crandon introduces admirable photogravures demon- 
strating slinging, bandaging, and strapping. Drainage 
and lavage are also made very clear in his illustrations; 
some, however, are hardly instructive, such as the photo- 
graphs explaining subcutaneous saline infusion. where the 
needle and the reservoir tube should have been made 
plain, and the two illustrations representing the introduc- 
tion of the female catheter. An honourable mention must 
be made of two highly didactic photographs, Fig. 12 and 
13, ‘‘ From operation room to bed.’’ Under the second is 
written the explanatory legend, ‘‘ Exposure and neglect 
of patient: vomiting unattended.’’ These photographs 
deserve to be hung up in every hospital, well out of sight 
of patients, but well before the notice of the medical and 
nursing staff. Turning from the illustrations—so essential 
a feature in a work of this class—to the text, we find that 
the limits of the treatise are by no means narrow, as a long 
chapter on therapeutic immunization and vaccine-therapy 
is included, its author being Dr. Sanborn of Boston, who 
gracefully adds, under his name at the head of the 
chapter, tbe information that he was formerly a laboratory 
assistant to Sir Almroth Wright in St. Mary's Hospital, 
Paddington. It is an excellent, though by no meansanele- 
mentary, chapter, useful for the staff of a cottage hospital. 
The simplest subjects are the best treated in this work ; 
thus, the directions for the drainage of wounds are ex- 
ceedingly good, and the close relation of preliminary to 
post-operative treatment is made clear. ‘There can be no 
question but that a clean mouth lessens the probability of 
post-operative parotitis,’’ remarks Dr. Crandon, who 
personally investigated a recent epidemic of noma, and he 
gives a photograph of a child subject to that disease, due, 
he reminds us, to “ Bacillus fusiformis and Spirochaeta 
gracilis, normal inhabitants of the mouth.’ Rinsing the 
mouth and brushing the teeth are very essential features 
of after-treatment, sometimes overlooked even in these 
days of high-class skilled nursing. Dr. Crandon rightly 
dwells on bad habits, alcoholism, excessive smoking, etc., 
in relation to surgery. We agree with him when he 
reminds us that ‘* sudden deprivation of tea and coffee in 
those who are accustomed to use them in excess is some- 
times followed by the occurrence of a tremor accompanied 
by nervous excitation and wakefulness without delirium.”’ 
Even an allowance of ‘one pipe of tobacco”’ is granted 
(p. 272) under certain circumstances. In England and, we 
believe, in America, there are no scruples about tea after 
operations. Tremors, palpitations, and nightmares are 
less frequent now that the patient is not fixed for days in 
the same position—a bad practice once very prevalent in 
abdominal surgery. Dr. Crandon considers that the con- 
valescent surgical case should be reckoned as recovery 
from a wound, not from a disease, so that the patient 
should be surrounded as soon as possible by an atmosphere 
of normality. We need not dwell on Dr. Crandon’s 
chapters relating to the after-treatment of special opera- 
tions, amputations, abdominal surgical procedures and 
trephining, but we will in conclusion make some mention 
of the author’s teaching in respect to contested questions. 
He believes that a trained nurse who takes up the adminis- 
tration of anaesthetics as a speciality is more satisfactory 
than most male specialists, and is distinctly safer than the 
average doctor ; on the other hand, he urges in the interests 
of humanity that the patient’s doctor or the operator him- 
self should start the administration of the anaesthetic. 





Dr. Crandon treats ligature of haemorrhoids almost with 
contempt, dismissing it in half a dozen lines, yet in this 
brief paragraph he admits that ‘‘in the after-care arise, 
as a rule, only two complications,’’ haemorrhage and pain, 
The reader must feel that the limits of the subject of this 
treatise have been, perhaps, not very judiciously over- 
stepped, as anaesthesia and the surgery of haemorrhoids 
do not come essentially under ‘“ after-treatment.’’ It is 
quite the contrary with ‘‘ Abdominal Swathes: Their Use 
and Abuse,’ to quote the heading of Chapter XX XV, which 
treats of matter entirely to the point and is well worth the 
consideration of every surgeon. As a whole, Surgica? 
After-Treatment is an admirable work, reflecting high 
credit on its author. 


We must congratulate M. MERCADE as the author of a 
work which bears the stamp of originality. La période 
post-opératoire! is a comprehensive manual which will 
supply a great want. As the illustrious French surgeon 
who writes the introduction most justly remarks, there 
are plenty of general treatises on surgery where the 
operative treatment of disease is demonstrated with great 
minuteness of detail, but full information about post- 
operative nursing and complications is excluded owing to 
want of space. There are also numerous monographs on 
special operations, including chapters where the same 
kind of information is discussed in full. M. Mercadé has 
prepared a synopsis which is a general review of operative 
surgery as it affects the patient immediately after it is 
put into practice. What should be done and what may 
be expected after each class of operation is reported 
systematically under the headings of Immediate Treat- 
ment, Post-operative Accidents, Results, Sequelae, etc, 
Although systematic, the manual, as is usual in French 
works of any kind, is readable, for the author has evi- 
dently taken great pains to weed out the crops of personal 
and controversial matter in which the monograph of the 
specialist is so fertile, whilst statistics are reduced to 
a reasonable minimum, and we are spared the jungle of 
references which is familiar and necessary in a special 
treatise, but out of place in a manual which professes to 
teach plain directions and clear information. The big type, 
in which this work is published, is another feature in its 
favour, but the illustrations, as medical illustrative art 
now stands, are decidedly below those which adorn the 
pages of many current Anglo-Saxon and Teutonic publica- 
tions devoted to surgery. We admit, however, that they 
are clear, especially the diagrams and drawings represent- 
ing the use and application of drainage after operations on 
the mastoid cells and abdominal section, and some are 
really instructive, such, for instance, as the woodcut of a 
case of echinococcus in the cicatrix after incision and 
drainage of a hydatid cyst of the liver, the microscopic 
section of a sloughy ureter from a fatal hysterectomy, and 
similar sections from an instance of post-operative krau- 
rosis. They are taken from special papers, it is true, but it 
is the duty of the general surgeon to make special work 
general where it deserves to be generalized. M. Mercadé 
includes an important chapter on post-anaesthetic acci- 
dents, the paragraphs relating to spinal anaesthesia being 
of the highest importance for obvious reasons. The 
subject is very familiar to our readers, but not from the 
perusal of textbooks. M. Mercadé has felt that it is time 
to determine how far the use of stovaine, cocaine, etc., 
should be taught, which is a step beyond explaining how it 
may justifiably be practised by experts. The chapter on 
accidents due to antiseptics is profitable reading. House- 
surgeons may peruse with advantage the author’s refer- 
ence to Coudrain’s case where secondary abscesses deve- 
loped after the removal of the vermiform appendix. The 
wound had been washed out with peroxide of hydrogen, 
and so the liberated gas created spaces into which microbes 
managed to introduce themselves.' - Lastly, from time to 
time M. Mercadé drops} judicious hints about the relia- 
bility of the statistics of experts. In regard to stricture 
of the rectum after one operation for haemorrhoids he 





4Za période post-opératoire: Soins, suites, et accidents. Par Salva 
Mercadé, Ancien interne lauréat des hépitaux de Paris, médaille d’or 
de chirurgie. Introduction par M. le Professeur Lannelongue, membre 
de l'Institut. Paris: Masson et Cie. 1910. (Med. 8vo, pp. 583, 
82 figures. Fr.12.) 
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makes an observation which shows that he is in accord 
with some of our own correspondents. The initiator of 
the operation has no doubt never had a case of cicatricial 
stricture, but others less dextrous do not publish their 
results. M. Mercadé writes in the correct spirit which 
distinguishes him throughout this manual. He does not 
dispute the merits of the arguments used in favour of the 
operation, but directs the surgeon how to avoid stricture 
of the rectum. 











INTERNATIONAL CONGRESS OF OBSTETRICS 
AND GYNAECOLOGY. 


Tue brief account of the International Congress of 
Obstetrics and Gynaecology given in the Jovurnat of 
Ostober 8th may be supplemented by the following 
longer report: 

The Fifth International Congress of Obstetrics and 
Gynaecology was opened at St. Petersburg on Sep- 
tember 22nd, with an unusual amount of pomp, in the 
Great Hall of the Imperial Clinical Institute of Obstetrics 
and Gynaecology. 

Under the august patronage of His Imperial Majesty the 
Tsar, and graced by the presence of the representatives of 
the Russian, the French, the German, the United States, 
the Italian, the Dutch, and even of the Servian Govern- 
ments, and under the presidency of Professor D.itTR1 
pg Ort, this fifth congress may justly be said to have 
been, from tlie scientific as well as the social point of view, 
a brilliant success. 


Foreign Representatives. 

With its Government unrepresented, Great Britain and 
ireland sent altogether some half a dozen delegates, 
namely : 

Sir Alexander R. Simpson (representing the Obstetrical 
Society of Edinburgh). 

Professor Malins (University of Birmingham). 

Dr. Amand Routh (University of London, and Royal Colleges 
of Physicians and Surgeons). 

Dr. T. Wilson of Birmingham 
Medicine). 

Dr. Jervois Aarons (the Royal Society of Medicine). 

Mr. Maurice MacElligott (the Royal College of Surgeons in 
Treland). 

An ovation was accorded by the entire gathering to 
Sir ALEXANDER Srupson when he stepped into the tribune 
and addressed the Congress in a very happily-phrased 
speech in French. Professor Malins and Dr. Routh, who 
were equally well received, were complimented by being 
made “Présidents d’Honneur du Congrés.” The re- 
maining British and Irish delegates were also accorded a 
most favourable reception. 

Representing the United States Government was Dr. E. 
Parker Davis of Philadelphia, while Dr. Weatherill of 
Denver came on behalf of the American Medical 
Association. 

Provision for the housing of the numerous foreign 
delegates was admirably made by the General Secretary 
(Professor de Sadowsky), who had secured in advance a 
— bedrooms in the elaborate, if expensive, Hotel de 

urope. 

The weather, though somewhat cold, was fine, a fact 
which contributed materially to the enjoyment of the 
congressists. 


(the Royal Society of 


Work of the Congreas. 
The work of the Congress may be said to have been 
divided into five sections : 


I, The therapy of inoperable uterine cancer. 
II, Caesarean section. 
I[L, Influences of the nervous system on the origin and 
_ _ Control of uterine haemorrhage. 
IV. The vaginal route in obstetrics and gynaecology. 
V. The comparative value of different operative 
measures in the treatment of displacements and 
deviations of the uterus. 


In addition to these main sections were a great number 
of subsidiary subjects, the so-called rapports individus, 


Scarcely secondary in importance and interest to the 
former. 





Amongst the British delegates the feeling was that 
Germany, in the person of its representatives, dominated 
the Congress. Numerically, the German-speaking element 
was exceedingly strong, while many of the greatest of 
German gynaecologists took a very active part in the 
Scientific as well as the social side of the gathering. The 
names of Martin, Déderleiv, Bumm, Opitz, and Strassman 
occur to one’s mind while writing of Germany; whilst 
amongst our hosts were Professors de Ott (President of the 
Congress) and Rein, as well as our ever-obliging Secretary, 
Professor de Sadowsky. France was represented by 
Doléris (there were but too few of our lively neighbours 
present), while Italy sent both Pestalozza and Mangiagalli. 


British Communications. 

Of British communicatians, that of Dr. Amand Routh on 
“Caesarean Section in Great Britain and Ireland” attracted 
great attention. Dr. Routh, from the tribune, gave an 
admirable résumé of his long and exhaustive monograph, 
which was listened to with deep interest by the English- 
speaking members of the Congress. 

Dr. Macnaucuton Jonxes had promised a communica- 
tion on the Influence of the Nervous System on the 
Causation and Control of Uterine Haemorrhage, but was, 
at the eleventh hoar, unable to be present. 

Dr. Aarons gave a “ Démonstration des ampoules qui 
contiennent l’extrait hypophysaire.” 


Clinical Demonstrations. 

Each day’s work commenced at half-past eight with 
operations by Professor de Ott in the magnificent theatre 
of the Imperial Institute of Clinical Obstetrics and 
Gynaecology. This gorgeous institution, in which the 
séances of the Congress were held, is the dernier cri in 
hospital construction, and most justly called forth from 
Martin these words of praise: ‘* Dieses glanzvoll Heim hat 
heute nicht seines gleichen auf dem gauzen Erdengrund !” 

In addition to the operations, Professor de Ott gave his 
audience a series of demonstrations of his method of 
“éclairage” of the abdomen and pelvis, which were 
followed with the most lively interest by every one 
present. 

It certainly did seem very marvellous to be able to look 
at the appendix and ascending colon through a hole in the 
posterior fornix; to inspect the lower bowel for quite 15 in. 
of its course, and to see the interior of the urinary bladder 
as if if were on view in the dead house. These and 
similar other marvels were shown by Ott to his admiring 
confréres. 

As German speakers far outnumbered those of any other 
language except Russian, so did the German tongue become 
the most popular means of communication between the 
Congressists. English was understood by comparatively 
few, while one of the Italians (Mangiagalli) addressed the 
Congress in Russian. 


Social Functions. 

To recall the social aspect of the gathering is indeed a 
most agreeable duty. 

First and foremost must be mentioned the hospitality of 
His Imperial Majesty the Czar, who invited the Con- 
gressists to the Winter Palace and the Hermitage, where 
they were shown his art treasures by various polyglot 
guides drawn from the curator’s staff; subsequently, having 
been entertained at a superb déjewner, the guests were 
dispatched in one of the Imperial yachts to view another 
magnificent palace, the Peterhof, overlooking the Gulf of 
Finland and the fortress of Cronstadt. : 

Next might place of honour be given to the dinner party 
to some fifty foreign delegates, given by the President at 
his beautiful home. 

Mention must also be made of the splendid reception at 
the Duma accorded to the Congress by the Municipality, 
the gala performance at the Imperial Marievski Theatre, 
after which Monsieur Sakkhar, a celebrated St. Petersburg 
lawyer, entertained the British, Irish, and American dele- 
gates to a supper, “ in order” (so ran the invitation), “ that 
they might see a little of the social life of Russia prior to 
their return home.” 

Then, again, there was the concert of the Imperial choir, 
the reunionin the Salle of the Hétel de 1 Europe, where 
leading Russian actors, singers, and musicians delighted 
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the gathering; and also subscription dinners in honour 
of the delegates, and many private parties. 


Closing Sitting. 

On Wednesday, September 28th, the Congress came to 
an end with the final ‘ Séance de Cléture,” and the great 
and distinguished gathering dispersed, but not before it 
had been decided to hold the sixth International Congress 
of Obstetrics and Gynaecology in London in 1915. 








Poba et Wetera. 


SPANISH MEDICAL FOLKLORE. 


A BELIEF that seems to have been firmly rooted in the 
human mind from time immemorial is that the unpleasant 
ness of a prescription is a gauge of its efficacy. Nowhere 
do the traces of this curious article of faith appear more 
markedly than in the ancient superstitions, charms, and 
medical lore which are to be found amongst the peasantry 
of any race or country. The truth of this is brought home 
to us very forcibly by two articles on Spanish supersti- 
tions, by Dr. Martin Carrera y Dellunder, which appeared 
in the Gaceta Medica Catalana of February 15th and 
March 15th, 1910. He gives a number of striking instances. 

The majority of these strange rites concern the proper 
treatment of the newborn infant and its mother, and the 
only wonder is that either the one or the other ever sur- 
vives these well-meant attentions on the part of their 
own attendants or their officious neighbours and 
friends. For instance, if the baby appears to be dying 
immediately after birth, the Spanish midwife endeavours 
to keep life in the little body by burning the 
placenta, with a portion of the umbilical cord, by its 
side, taking care to direct the smoke towards its nostrils; 
or else she introduces tobacco smoke into the child’s 
rectum, whilst in some parts of Tarragona and Lerida 
nothing is considered so efficacious as to put the beak 
of a living fowl into the anus of the infant. Another 
means of reviving a dying child is to suck its left nipple, 
a practice which even if it saves life must frequently 
infect the baby with diseases it might otherwise have 
escaped. A crowd of superstitions surround the washing 
of the Spanish baby. Sometimes he is anointed with 
oil, or bathed in white wine, and then wrapped in the skin 
of a wolf or a roe; at other times his nurse rubs him all 
over with salt (a practice recommended by Galen) whilst 
his head and chest are sprinkled with blood from the 
umbilical cord, which, it is fondly hoped, will ensure him 
bodily health and strength. In certain parts of Spain the 
newborn baby is given the flesh of a cooked apple to eat 
before he is allowed to take his natural nourish- 
ment. The fruit is supposed to contain magic properties, 
which will influence his future character, and the child 
who has undergone this absurd rite will not only be pre- 
served from the sin of gluttony, but will grow up polite 
and well-mannered towards women. 

All sorts of quaint customs are observed as the 
child grows up. He must be weaned on a Friday, 
so that he may not lose his sense of taste, and to 
prevent his fretting for his mother he should be fed 
on soup made from a fowl which has been thrown into 
the pot alive and with all its feathers. The bird is 
then opened and the body laid upon the child’s stomach 
and left there for twenty-four hours. When the Spanish 
baby begins to cut his teeth his gums must be rubbed with 
three different rags soaked in salt water and burned after 
use, or with blood from the comb of an old cock, with the 
brains of a hare, or the cinders of dogs’ teeth mixed with 
honey. Snails’ horns, the teeth of serpents, or of black 
sheep, are considered efficacious if worn by the child 
at this period, whilst care is taken when the milk teeth 
fall out never to throw them where they can be eaten by 
rats or dogs. If this happens, the second teeth will 
resemble those of the animals who had dined off the 
first; but a beautiful set may be ensured by the simple 
method of throwing the milk teeth on the roof. There is 
a widespread belief that if the top teeth appear first, the 
child is doomed to an early death. Death, too, or at any 
rate dumbness, is the result of cutting the child’s hair 
before he learns to speak; whilst backwardness in speech 








may be cured by dressing up the little patient. and takino 
him for nine days running to ask for alms. The unpleas. 
ant habit of biting the nails, far from being regarded with 
disgust, is an occasion of rejoicing for the family of a 
young child, since this ensures his rapid growth. 

If Spain is full of charms and superstitions to ensure the 
safety of the child during the first years of his life, there 
are just as many for his mother, and these seem to be 
even more unpleasant, if that is possible, than those which 
the child to whom she has given birth is obliged to 
undergo. A woman who wishes a plentiful flow-of milk ig 
dosed with the milk of a sow mixed with wine, the fried 
flesh of a female owl, soup made of the dried and powdered 
udder of a cow, or even with soup in which a couple of 
rats have been cooked. Mercifully, in the last instance, 
the whole efficacy of the prescription lies in the fact that 
the patient is kept in ignorance of what she is eating, 
Another way of increasing the milk of a nursing mother 
is to anoint the breasts with an oil partly composed of 
earthworms, or rats cut into small pieces, entrails and all, 
whilst another ointment should only be used when it is 
possible to apply the heart of a toad to the patient's 
chest. Yet another method is by giving the woman parts 
of her own placenta to eat. It is a common belief 
amongst the Spanish peasant women that baths are in. 
jurious to their milk and are frequently followed by 
the loss of it. They believe, too, that the milk suffers 
if the mother becomes pregnant whilst nursing her child, 
and a means of warding off harm in such a case is to 
give the baby a cup of soup made from a puppy of less 
than nine days old boiled in salt and water, and a little 
of the flesh of the animal, from which, however, the coat 
must on no account be removed. Moreover, the nursing 
mother should never eat the flesh of hares, since this will 
result in her child’s eyes being troubled with anomalous 
movements. 

If there is difficulty in getting the milk to flow, 
the Spanish woman has many methods to induce it. 
One very quaint one is to put on her husband’s shirt 
immediately after he has taken it off. Another way is to 
suckle two children at once, and yet another to squirt the 
milk on to the wall, or into the flame of the candle which 
lights the room, so that it may burn. Another method is 
to use fomentations of sage boiled in urine, or to place 
a hollow key filled with mercury between the shoulders. 
In certain districts of Valencia there is a curious belief 
that the milk of the woman may be drawn out 
by means of feeding a cat or a dog on the bones 
of a fowl which has been made into soup. Another 
strange superstition is to be found in the province of 
Galicia; this relates to the cure of mammitis, which 
is brought about effectually by placing a man’s hat upon 
the head of the sick woman. 








METROPOLITAN WATER BOARD AND DUTIES 
OF DISTRICT MEDICAL OFFICERS. 


Tue regulations governing the duties of district medical 
officers in the service of the Metropolitan Water Board 
were discussed at the Board’s meeting on Friday last, on a 
report presented by the Works and Stores Committee. The 
committee reported that the revision of these regulations 
had been under consideration, particularly in connexion 
with the fees to be paid for attendance in cases of accidents 
to the Board’s men whilst on duty. The committee had 
arrived at the conclusion that the fee to be paid in ordinary 
accident cases should be 3s. 6d. in respect of each attend- 
ance, except in special and serious surgical cases in which 
a higher fee might be justified. In the latter case the 
Board’s chief medical officer should be entrusted with the 
duty of considering the charges made by the district 
medical officer, and advising whether such fees were 
reasonable. 

Dr. R. M. Beaton (London County Council) contended 
that a copy of the regulations should have been circulated 
amongst members of the Board, in order that they might 
have an opportunity of studying the question, which was 
intimately connected with the health of the Board's work- 
men. He asked that the matter might be postponed for 4 
month with this object in view. 

Mr. C. E. Hearson, Chairman of the Works and 
Stores Committee, hoped that Dr, Beaton would not 
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press his request, because there was nothing hidden 
behind the committee’s report. The only difference 
that was being made was in regulating the fee for 
surgical cases. The whole question had been carefully 
considered with the assistance of the Board’s chief medical 
officer, Dr. Collie,and it was only in cases where there had 
been a very serious accident, which required more work 
than was usual, that Dr. Collie would be asked to consider 
what was a fair fee. The committee’s object was to regu- 
late the charges in surgical cases. In medical cases the 
fees remained as previously. 

Dr Beaton asserted that the committee had no right 
merely to present a statement to the Board that these 
clanges were proposed, with no other facility for investiga- 
tion than that a member interested should be compelled to 
ask for a copy of the new regulations. It was against 
that he protested, and not necessarily against the wisdom 
of the regulations. 

Mr. Hearson repeated that it was only in the event of a 
serious accident occurring which required special attention 
that Dr. Collie would be consulted, with a view to pre- 
venting any excessive charge by the district medical officer. 
In all ordinary cases the fee of 3s. 6d. for each attendance 
would be paid. : 

The CHarrMan of the Board, having pointed out that the 
question was very fully considered in committee for many 
hours, Dr. Beaton withdrew his request, and the recom- 
mendation of the committee was agreed to. 








OPENING OF THE WINTER SESSION 


IN THE 


MEDICAL SCHOOLS. 


In our issue of last week (page 1074) an account was 
given of such events as marked the commencement 
of a new medical year at the majority of the medical 
schools. Reference to some other occurrences of the 
same order now follows. Work in all medical schools 
and faculties throughout the British Isles now appears 
to be in full progress. 


ST. BARTHOLOMEW’S. 
IN common with many other medical schools, St. Bar- 
tholomew’s initiated the new session on October 3rd 
by an old students’ dinner. There is a certain same- 
ness about all dinners in London, and especially all 
old students’ dinners, but these gatherings at St. Bar- 
tholomew’s have a moral atmosphere which distin- 
guishes them from others of like kind. They are the 
only dinners which take place in an ancient building 
end at the hospital itself. The walls of the dining 
room are covered with pictures of hospital celebrities, 
painted by masters dating back to Holbein; and the 
guests are almost invariably persons familiar to all 
present. Everything, in short, helps to secure a 
back-once-more feeling impossible of attainment at 
a restaurant. This year the chair was taken by 
Mr. C. B. Lockwood, who announced after dinner that 
His Majesty King George had consented to become 
patron of the Royal Hospital of St. Bartholomew. 
The entry of new students for the year was good, and 
this was a point worth noting, since of late years all 
London schools had experienced some difficulty in 
obtaining a full quota of students. In every provincial 
centre students now found medical schools at their 
doors, and the fact that living in London was more 
expensive was also a factor in the situation. Par- 
ticularly satisfactory was the fact that the arrivals 
from Cambridge and Oxford were more numerous than 
ever before. The old universities knew if any one 
did what good teaching was, and their opinion of St. 
Bartholomew’s was made obvious by the number of 
men they sent up. The new clinical biock offered 
unrivalled facilities for work, and the new patho- 
logical block was one of the finest in the kingdom. 
The post-graduate classes which had been started a 
year or two ago had proved a great success, despite the 
fact that their existence was comparatively little 
known; the number of men attending them this year 
had reached fifty. The next task of the hospital was 


to get out of debt. A great surgical block was a real 
necessity, and a new nursing home was much needed. 
The institution was situated on the margin of the 
richest square mile in the world, and if its needs were 
realized there should be no hesitation in supplying them. 
The toast to the guests was proposed by Dr. Norman 
Moore who mentioned Professor Hill, Vice-Chancellor 
of the University of London, as the editor of a work 
which he proceeded to describe in terms evocative of 
much curiosity as to what that work could be; it 
turned out to be Euclid. The literary work of Sir 
Clifford Allbutt was compared with that of some of his 
predecessors in the Chair of Medicine at Cambridge. 
They, too,were the authors of works of greatrenown and 
with the contents of which every one present was pre- 
sumably acquainted. When one of them proved to bea 
rendering by Glisson of the aphorisms of some ancient 
master of medicine into Greek iambics, and the rest 
to be of the same order, the lambent truth of this 
theory became self-evident. The health of the Chair- 
man having been drunk, on the proposition of Mr. 
Bruce Clarke, the formal proceedings ended with an 
impromptu toast to Mr. H. J. Waring, the honorary 
secretary of the dinner. The balance of the evening 
was spent as usual in the library. 


THE LONDON HOSPITAL. 
THE opening of the winter session was marked at the 
medical school of the London Hospital by the delivery 
of the second Schorstein lecture and the annual 
gathering of old students. The lecture, which was 
delivered by Dr. Robert Hutchison, will be found 
published in full in our last issue. The dinner, held 
at the Hotel Cecil, brought together over one hundred 
and fifty old London men. Mr. Mark Hovell was in 
the chair, and in proposing the toast of the evening 
mentioned the honour which the King and Queen had 
done the hospital by making a visit to it their first 
public engagement after their accession. The lecture 
to which some of them had listened that afternoon 
had been instituted in memory of one whom many 
present remembered with affection—Dr. Gustave 
Schorstein. The first lecture had been delivered last 
winter by Professor William Osler. Among the many 
honours gained by the hospital in the past year were 
appointments to the Royal Household of as many as 
five men more or less connected with the hospital—Sir 
Frederick Treves, who was appointed Sergeant Sur- 
geon; Sir Robert Burnet, Physician to the Household ; 
Dr. Bertrand Dawson, Physician Extraordinary to the 
King; Mr. Rigby, Surgeon to the Household; and Mr. 
Hewitt, Anaesthetist to the King. The entries of new 
students for the year were larger than for several 
years,past, and in all ways the school was in a flourish- 
ing condition. The Chairman’s was the only speech 
of the evening, with the exception of one made by Sir 
Robert Burnet in proposing the toast to the Chairman. 





LEEDS. 
THE opening of the new session on October 4th was 
marked by a prize distribution, the delivery of an 
address, and the holding of a dinner. The prizes were 
distributed and the address delivered by Professor 
Howard Marsh, uf Cambridge, who was introduced to 
the large audience by the Vice-Chancellor, Sir Nathan 
Bodington. When doing so, the Vice-Chancellor said 
that changes had recently been made possible which 
would much increase the efficiency and usefulness of 
the school. Its authorities had succeeded in con- 
vincing the Board of Education that it should receive 
its support, and the Board had agreed to make a con- 
tribution of a sum amounting to about £1,000 a year 
on certain conditions. These included the appoint- 
ment of a professor of anatomy who would devote the 
whole of his time to the work, and arrangements by 
which the clinical teaching of the school at the 
General Infirmary would be brought into more direct 
relation with the university, administrative control 
of the whole of the clinical teaching of the students 
being thus secured. Certain additional teachers 
would also be appointed. The Board furthermore 





required that more stringent registration of the 
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attendance of students at classes and lectures 
should be introduced, and the Vice Chancellor 
expressed a hope that all students would co-operate 
with the authorities to enable this desire on 
the part of the Board of Education to be ful- 
filled. Professor Marsh in the course of his address 
expressed his discontent with the present condition of 
medical education. It was exceedingly difficult for 
students to keep pace with the growth of knowledge 
in the four sciences, chemistry, anatomy, physiology, 
and pathology, on which medicine rested, and the 
attempt to make them do so led to a mental surfeit. 
Some change in the system of teachjng was needed. 
It should be such as to secure the development of the 
higher mental qualities of the students, and thorough 
knowledge on their part of the essentials of the 
sciences underlying medicine and surgery. His ex- 
perience as an examiner showed him that at present 
even intelligent and serious students were liable to 
exhibit deficient acquaintance with, for instance, sur- 
gical anatomy, because they had endeavoured to learn 
so much that they had learnt nothing thoroughly. 
The ideal in teaching should be to stick to essentials. 
At the examinations of the Conjoint Board in England 
the rejections in surgery were as high as 50 per cent, 
but not because the standard was too high but because 
from the beginning of his career the student had been 
struggling with an over-weighted curriculum. 

The dinner of the medical profession of Leeds and 
its district took place the same evening at the Queen’s 
Hotel. It was well attended, the guest of the evening 
being the orator of the afternoon, Professor Howard 
Marsh, and Professor R. Lawford Knaggs being in the 
chair. The toast list was shorter than usual, being 
limited to the King, the Faculty of Medicine, the 
Guests, and the Chairman. The toast to the guests 
was submitted by the chairman, who was able to 
relate many personal experiences of Professor Marsh’s 
eminence as a teacher. In his reply Professor Howard 

_Marsh paid a high tribute to the great men whom 
Yorkshire had contributed to other parts of the king- 
dom. Among them was Sir Clifford Allbutt, whose 
name was received with hearty applause; another was 
the late Mr. Timothy Holmes; athird was Sir Jonathan 
Hutchinson, anda fourth was Hughlings Jackson, whose 
name would be quoted a century hence as that of a 
man who had done almost more than any other of his 
time to promote the scientific study of medicine. A 
response to the toast also came from Dr. Barth of 
Christiania, who was the guest of Mr. Moynihan. He 
made an admirable short speech in English. A toast 
to the Chairman, proposed by Mr. Harold Collinson, 
— the formal proceedings of the evening to a 
close. 


BIRMINGHAM. 

THE new session in the Medical Faculty of the 
University of Birmingham was opened on Monday, 
October 3rd; it is the eleventh since the university 
charter was granted. The event was marked in the 
evening by a conversazione given at the university 
buildings, Edmund Street, by the Dean and other 
officers of the Faculty. The guests, who numbered 
about 300, were received in the Founder’s Room of the 
University Club by Professor Gilbert Barling, the 
Dean, and Professors Robert Saundby and Jordan 
Lloyd, and Mr. John Humphreys; among those present 
were the Lord Mayor, the Vice-Chancellor and various 
members of the council and academic staff of the 
university, and representatives of the managing 
committees of most of the Birmingham hospitals. 
The evening entertainment included a glee concert, 
apd in other respects was of a kind familiar at 
conversaziones. In the various departments of the 
building there were scientific exhibits and demon- 
strations of matters relating to the science of medicine 
and surgery. Among those who contributed their 
assistance by providing demonstrations were Professor 
Leith, Dr. Sholto Douglas, Drs. J. Robertson, W. J. 
McCardie, and Fraser Harris, and Messrs. J. Hum- 
pbreys, Hewetson, Hall-Edwards, Emrys.Jones, and 
J. F. Brailsford. Work started in all departments the 
following day. 





WESTMINSTER HOSPITAL. 

As has been the practice for several years past, the 
school carried on in connexion with Westminster 
Hospital contented itself with marking the opening of 
a new winter session’s work merely by an old 
students’ dinner. This took place at Oddenino’s 
Imperial Restaurant on Thursday, October 6th, under 
the chairmanship of the Vice-Chairman of the hos. 
pital, Mr. Vaux Graham. The dinner was well 
attended, and the Dean, in speaking to the toast of 
the evening, was able to give a highly satisfattory 
—— of the present position and prospects of the 
school. 











ENTRANCE SCHOLARSHIPS AT THE MEDICAL 
SCHOOLS. 


St. BARTHOLOMEW’S Hospitat.—The competitive exami- 
nation for entrance scholarships, which commenced on 
September 22nd, resulted in the following awards: The 
Entrance Scholarship in Arts, value £100, to David Con. 
atantin, of the Royal College of Mauritius; the Jeaffreson 
Exhibition in Arts, value £50, to Richard G. Morgan, 
of Newport Intermediate Boys’ School; the two Senior 
Entrance Scholarships in Science, value £75 each, to G. L. 
Keynes, B.A., of Pembroke College, Cambridge, and R, 
Stansfield, B.A., of St. John’s College, Cambridge. The 
Junior Entrance Scholarship in Science, value £150, was 
divided between F. G. L. Barnes, of St. Bartholomew’s 
Hospital, and H. Ju. Cronk, of Jesus College, Cambridge, 
who were bracketed equal. 

Cuarinc Cross Hospitat.— The following entrance 
schclarships have been awarded: The Universities 
Scholarship, value 50 guineas, to Mr. C. J. Marshall; and 
the Hualey Scholarship, value 50 guineas, to Mr. R. V. 
Bevan. 

St. GeorGe's Hosprtat.—The two University Scholar- 
ships in Anatomy and Physiology, of the combined value 
of £123 10s., have been divided equally between Mr. E. F. W. 
Grellier, of Downing College, Cambridge, and Mr. W. E. 
Waller, of University College, Oxford. 

Gvy's Hosritat.—The following entrance scholarships 
have been awarded: The Scholarship for University 
Students, value £50, to Mr. R. C. Ozanne, of Hertford 
College, Oxford: the Junior Science Scholarship, value 
£150, to Mr. A. L. Punch of the Preliminary Science class 
of the hospital; the second Junior Science Scholarship, 
value £60, to Mr. A. G. Simmins, of the same class; the 
two Entrance Scholarships in Arts, of the value of £100 
and £50 respectively, to Mr. A. B. Bond, of Bradfield 
College, and Mr. J. A. M. Alcock, Radley College. 

Kina’s Cottece Hospritat.—The only entrance scholar- 
ship awarded this year is the Entrance Scholarship im 
Science, value £50. The winner was Mr. L., E. Pimm of 
King’s College School, Wimbledon. The usual second 
scholarship in science was not awarded. 

Tue Lonvon Hospitat.--The competition resulted in 
the following awards: The Price Scholarship in Science, 
value £120, Mr. A. C. Perry; the first Entrance Science 
Scholarship, value £60, Mr. P. C. Cloake; the second 
Entrance Science Scholarship, value £35, Mr. S. Batchelor; - 
The University Scholarship in Anatomy and Physiology. 
value £60, Mr. H. H. Mathias, of King’s College, 
Cambridge. The entrance scholarship in Arts has not 
yet been awarded. 

Sr. Mary's Hosriran.—Of the two University Scholar- 
ships, each of the value of 50 guineas, one was awarded to 
Mr. M. O. Raven, of Trinity College, Cambridge, and the 
other equally divided between Messrs. J. P. Davies and 
W. H. Edmunds, both of University College, Cardiff. The 
open Scholarship in Natural Science, value £145, was 
awarded to Mr. D. Menzies, and a second Scholarship in 
Natural Science, value £25, to Mr. H. B. Taylor, of St- 
Paul’s School. 

Tur Mippiesex Hosrirat.—The competition for entrance 
scholarships resulted as follows: The First Entrance 
Scholarship of £100 was awarded to Mr. D. C. Ogilvie, 
Bedford Grammar School; the Second Entrance Scholar- 
ship of £50 to Mr. R. H. Fleming, East London College; 
the Third Entrance Scholarship of £25 to Mr. L. G. 
Phillips, William Ellis Endowed School, Gospel Oak; and 
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the University Scholarship of £50 to Mr. G. E. Beaumont, 
University College, Oxford. 

Sr. Tuomas’s.—The winners of the scholarships offered 
this year are as follows: The University Scholarship in 
Anatomy and Physiology, value £50, Mr. M. C. Petty, of 
Downing College, Cambridge ; the first and second candi- 
dates for the two Preliminary Science £cholarships were 
Mr. A. L. Blunt, of the school itself, and Mr, C, 0. H. 
Jones, of the Technical Institute, Walthamstow. The 
combined value of the two scholarships is £210. The 
Merchant Taylor Scholarship was awarded to Mr. C. G. 
Learoyd. 

University CoLteGceE.—The competition for entrance 
scholarships in the Faculty of Medical Sciences resulted 
in the following awards: The Buclnill Scholarship and 
First Medical I: xhibition, combined value 190 guineas, 
were divided equally between Mr. W. A. E. Karunaratne 
and C. J. H. Sharp. The seccnd Medical Exhibition, 
value 55 guineas, was awarded to Mr. H. A. Fawcett. 

University CotteGe Hosritan—The First Entrance 
Exhibition in Anatomy and Physiology has been awarded 
to Mr. G. R. Dobrashian, and the second to Mr. R. L. 
Horton. 

WESTMINSTER —This year four £60 Scholarships have 
been awarded; one in Arts to Mr. A. Hart, one in Science 
to Mr. A. R. Hacker, and two in Anatomy and Physiology 
for University Students to Messrs. A. M, M. Davies and 
C. M. Jones, respectively. 





SCIENCE NOTES. 


An investigation of considerable pathological importance 
on ‘the bacteriology of the blood after death” has been 
undertaken by Strauch, and his results are published in 
the Zeitschrift fiir Hygiene und Infektionskrankheiten 
(vol. Ixv, 1910, pp. 183-219). From an examination of 
2,000 cases he has found that in well-preserved bodies 
the bacteria found in the heart blood within forty-eight 
hours after death are essentially the same as those which 
had been present during life, so that the idea of a post- 
mortem invasion of bacteria into the blood is incorrect. 
About half the cases, in no wise selected, showed positive 
bacterial findings. The proportion was higher in child- 
hood and old age and lower in the intermediate years. In 
chronic diseases the blood was almost invariably sterile, 
exceptions being found only in children and old people. 
With regard to the frequency of the various bacteria, 
streptococci were found in more than half the positive 
cases. Next to them, but much less frequently, came 
pneumococci, then colon bacilli and staphylococci. Mixed 
infections were found in a certain number of cases. In 
the case of tuberculosis the presence of bacilli in 
the blood depends on the seat of infection. Thus in 
laryngeal tuberculosis the blood was always sterile ; 
in miliary tubercle 72 per cent. of cases were sterile; 
in uncomplicated phthisis 63 per cent., and in intestinal 
and urinary cases 50 to 60 per cent. On the other hand, 
65 per cent. of cases of bone tuberculosis showed bacilli 
in the blood, and where the lymphatic glands were 
affected almost every case gave a positive result. In 
typhoid fever the blood always contained bacteria, 
typhoid bacilli in more than half the cases; in the 
others, streptococci, colon bacilli, and staphylococci were 
present. In three out of four cases of anthrax the bacilli 
were found. In infective endocarditis streptococci were 
almost always obtained. In scarlet fever 80 per cent. of 
cases showed bacteria (chiefly streptococci), in measles 
9 per cent., and diphtheria 45 per cent. Diphtheria 
bacilli, however, were only rarely obtained. Croupous 
pneumonia gave 80 per cent. of positive cases, and in 
half of these pneumococci were found. In peritonitis 
there were 70 per cent. of positive cases, mostly strepto- 
cocci and colon bacilli. Almost half of the cases of peri- 
tonitis after perforation were sterile, but here it may be 
remarked that anaérobic methods were not employed. 
In post-operative peritonitis a positive result was usually 
obtained, especially after gastro-enterostomy. 


The question of the relation of the Negri bodies to rabies 
has been raised once again by Hans Ganslmayer, who in 
ashort paper in the Centralblatt fiir Bakteriologie gives 





the result of a series of experiments he performed to test 
the virulence of the salivary glands in infected dogs. The 
fact that the saliva and salivary glands of infected animals 
are highly virulent is now generally recognized, although 
there have not been wanting statements to the contrary. 
Ganslmayer’s experiments are a complete substantiation 
of the general belief, for he succeeded in infecting guinea- 
pigs and rabbits to the extent of well over 90 per cent. by 
injecting an emulsion of the submaxillary gland of rabid 
dogs. This emulsion has a virulence as high as that 
obtained from the brain of the same animals, but while 
Negri bodies are constantly present in the latter, and have 
been regarded as a possible causal agent, they are entirely 
absent in the submaxillary and parotid glands. Three 
years ago a case was reported in which Negri bodies were 
said to be present in the parotid, but against this is the 
negative testimony of numerous other observers, and 
— work is entirely in concordance with the 
atter. 








LITERARY NOTES. 


In the Australian Medical Journal of August 20th the 
following reference is made to the issue of the Journat of 
June 18th: 


A recent number of the BRITISH MEDICAL JOURNAL contained 
a very admirable symposium upon faith healing from the 
medical point of view, several of the articles being as con- 
spicuous for their exceptional literary quality as their handling 
of the immediate topic. The quality of faith is always a most 
precious possession, and the only deplorable attribute of its 
presence in more than average quantity is its liability to be 
misplaced. 


Our contemporary goes on to say: 


Nor, must we candidly admit, is there wanting evidence of 
excessive faith in other methods than those outside the recog- 
nition of the profession. Dr. Douglas Shields, in his paper on 
the ‘‘Surgery of Gastric Ulcer,’ tells of a patient who under- 
went eight operations for the same lesion at the hands of 
different surgeons. In the BRITISH MEDICAL JOURNAL for 
July 16th a correspondent—himself a medical man—seeks 
information regarding the electrical treatment of gastric ulcer, 
and mentions that he has already undergone three gastro- 
enterostomies for the same condition. Surely these, and such 
as these, cannot be classed as of little faith. It is as well to 
reflect occasionally that the faith we smile at, when placed in 
the unknown, may easily, in right hands, be turned to the 
assistance of the known, and vastiy increase the effect of 
logical methods. Scientific medicine aims at the surest sort of 
faith healing—the knowledge that makes prediction easy. 


With the publication of its October number, the Baby's 
World completes the first half-year of its existence, and 
the originators of this most attractive magazine are to be 
congratulated upon the well-deserved success of their 
venture. This month’s number fully upholds the reputa- 
tion gained by its predecessors; and, as usual, its table 
of contents includes much that is both interesting and 
useful. Amongst the many different articles which are 
worthy of praise, one on tuberculosis, by Dr. Leonard 
Parry, deserves special attention. In the simplest 
language, such as cannot fail to make his meaning clear 
to the least scientific of his readers, Dr. Parry discusses 
the dangers run by small children and infants from this 
terrible disease, and gives some valuable advice concerning 
the efficacy of fresh air, good food, and proper clothing as 
the best means of rendering children proof against its 
attacks. Another important subject, the heating and 
ventilation of nurseries, is treated by the editor himself in 
his description of ‘The Healthy Nursery”; whilst Mary 
Macleod Moore has contributed an excellent article which 
should prove invaluable to the mother of a young family, 
or anyone in charge of children, who is preparing to travel 
with them to Canada. Mauch useful information also may 
be gathered from the pages devoted to cookery and dress 
making, whilst the portion set aside for ‘ What Other 
Mothers can tell us,” contains much sound advice regard 
ing the care of children from those who have earned the 
right to proffer it by their own experience. The Baby's 
World is, as usual, delightfully illustrated, this month's 
number containing photographs of some seventy children 
of varying ages; whilst besides the more serious articles 
for its grown-up readers it offers a varied assortment ot 
stories and verse for the little ones themselves. 
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A CANDID FRIEND ON FEMINISM. 
THE French have a neat way of expressing themselves, 
and the term “Feminism,” by which they habitually 
allude to and sum up what in England we call the 
woman’s movement, is none the worse for having, like 
many other Gallic phrases, a half-concealed sting in 
its tail. 

On this subject there was contained in the first 
issue of the Woman’s Supplement, now occasionally to 
appear in connexion with the Times, an article in the 
form of a letter. The whole of the arguments used by 
the writer are of a biological order, and if the world 
recks little of science in general, it pays still less heed 
to biology. Nevertheless, there are a certain number 
of persons, especially among our own readers, to whom 
biological arguments appeal; the writer of the article 
in question may therefore perhaps thus gain a few 
recruits for the cause which she has at heart. 

The object of that cause is to stem the tide of 
feminism and to endeavour to avert, by a return 
to the social and educational practices of an earlier 
date, the national danger which it is held to import. 
Additional interest is lent to the advocacy of this 
cause on the present occasion by the fact that it 
comes from a woman—a medical woman, who herself 
has taken a prominent part in the movement which 
she now deplores. Moreover, the criticisms are of so 
trenchant and outspoken a character that it may be 
doubted if any man not a professed and hardened 
misogynist would have ventured to indulge in them. 

To put matters as briefly as possible, Dr. Arabella 
Kenealy indicts the woman’s movement as bound to 
bring disaster in its train, because no sociological 
development can be beneficial if biologically unsound ; 
and as biologically unsound she regards the whole of 
the activities which have led, or are leading more or 
less rapidly, to the elimination of sex differences in 
point of physique, mind, and avocation, and, finally, 
to what she calls the commercialization of women. 

The central point of her argument, though not in 
itself altogether new, is set forth in somewhat striking 
fashion, and may be summed up as follows. In the 
course of the natural evolution of living things the 
tendency is for the male species to become more male, 
the female more female, and among men and women 
such increasing differentiation would accompany the 
development of civilization at the present time, were 
it not for the counteracting efforts of the advocates of 
all things which tend to produce apparent identity in 
the sexes. In early life boys and girls are very much 
the same kind of animal, but when they reach a certain 
age Nature endeavours to effect a great differentiation 
between them with the direct object of fitting each for 
its future life. As the young animal becomes 
mature the girl evolves, while the boy in a 
fashion degenerates; he loses, that is, the superficial 
physical attractions which are characteristic of the 
young of both sexes, and tends to revert to the primi- 
tive type of man; he is thus made better fitted for 
a strenuous existence. The crude hoyden girl, on 
the other hand, truly evolves when Nature takes its 





own course. She becomes a more lovely, refined 
and complexly organized creature, charged with new 
powers, emotions, and values, as the result of a 
process of locking up or investing in her organization 
a proportion of her force. 

But, according to Miss Kenealy, this locking up of 
force or process of involution, which is equally essen- 
tial to the right development of the girl herself and 
to racial progress, does not in present circumstances 
take place, for the forces of the average girl are 
squandered in educational efforts and in strenuous 
games, and in aiming at achieving the same goals as 
those of a sex which has been specially differentiated 
to attain them. Influenced by educational authorities 
and their companions, they expend in abnormal effort 
the constitutional capital which should remain in. 
vested in their organization in the form of health and 
of womanly aptitudes and emotions. 

The immediate net results, she indicates, are two: 
A large number of modern girls are weedy, anaemic, 
spectacled and ineffective neurotics, or large, crude 
hoydens—excellent “ fellows,” no doubt, but not women 
in any of the higher senses of the word. The second 
is that many women are to be met who have become 
psychologically, if not physiologically, sterilized while 
still young, and who have undergone a premature 
climacteric or reached middle age while hardly out 
of their teens. This, we are told, is the reason of the 
ever-increasing and deplorable plainness of women 
in the British Isles; of their discontent and lack of 
zest in life; of their neurotic, impoverished condi- 
tion, and their abnormal distaste for the natural réle 
and functions of their sex. 

The final result is to afford an explanation of the 
tendency towards degeneration exhibited by the 
nation at large. The cure lies in modifying present 
educational methods and aims, and in dissuading 
women from entering “ de-sexing” industries and pro- 
fessions. Each woman should be left to do as she 
pleases, but if she prefers a masculine type of exist- 
ence, and thus exhausts her evolutionary reserves, 
let her make it a point of honour to refrain from being 
the mother of constitutional bankrupts. 

We wish to make it quite clear that in thus 
summarizing Dr. Arabella Kenealy’s arguments, we 
have in no wise added to their force or frankness. 
There are many who will acclaim them whole- 
heartedly, and others who, like ourselves, admit 
their ingenuity, but do not accept them as ex- 
pressing the whole truth. The chief weak point 
we see in the position taken up is in respect of the 
relation of the effects Dr. Kenealy so trenchantly 
describes to any Woman’s Movement which can truly 
be socalled. Possibly they are the outcome of causes 
which lie much deeper or date much further back 
than the day on which the standard of feminism was 
first raised. 

However this may be, many medical men are 
persuaded that, so far as infertility among women 
is concerned, much of it is due not to intentional 
prevention of conception, but to actually lessened 
proneness to conceive; and that in respect of the 
nursing of children the number of women whose 
mammary organs are inefficient is really on the 
increase. 

It is also true that many clinical observers have 
learnt to look somewhat askance not only on the 
educational pressure to which growing young women 
are subjected, but on the active forms of amusement 
in which they are invited to take part. It is also a 
common experience to meet in “intellectual” circles 
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numbers of women who look, and indeed are, singu- 
larly old for their age. This is a point of some 
interest when it is remembered that in circles 
in which the chief object of education is the 
acquirement of social accomplishments, and in 
which a considerable proportion of women pursue 
a normal existence by marrying comparatively 
early, there have been complaints for many years 
past to the effect that the girls have no chance 
because their mothers are as young and as pleasure- 
loving as themselves. 

As for good looks, we do not presume to offer an 
opinion, but our attention happened to be drawn 
recently to a lack of prettiness and grace in London 
society and streets by a friend who had recently 
returned from the East. We are bound to admit that 
the only defence we could set forth was that the type 
was changing, and that the lathy and keen-faced, if 
sometimes tired-looking, type of woman now so 
common possessed superior attractions for those who 
had grown accustomed to it. 

In respect to the physiological effects of the higher 
education of women there are some American sta- 
tistics which suggest that they tend to impair the 
capacity to bear and rear children. On this and other 
points mentioned by us many of our readers could 
probably bring forward data which would help to 
settle a matter of much interest. The problem is one 
of the greatest social importance, and the time seems 
to be ripe for a full discussion of the subject. 








SANDFLY FEVER. 

STILL another fever has been run to earth and 
definitely proved to be due to the bite of an insect; 
the fever in question this time being the well-known 
three-day fever of India, Egypt, Malta and other 
places. Though clinically these short febrile ailments 
have been recognized under different names for a long 
time past, yet ncthing definite was known about their 
true nature and how they are spread, until about the 
end of 1908 Doerr was able to show conclusively that 
the virus, whatever it may be, was carried by the 
small sandfly, the Phlebotomus papatasii. Large 
numbers of Austrian soldiers, while on the Dalmatian 
coast during the summer months, were constantly 
going down with this type of fever, and Doerr being 
interested took the subject up, and worked on lines 
Similar to those which had been adopted in the 
elucidation of malaria and yellow fever. 

By such experiments he was able to show that 
phlebotomus fever is caused by an invisible virus 
present in the blood during the first day of the fever, 
the virus being conveyed from sick to healthy by 
means of the sandfly. Immediately after this inter- 
esting and important discovery, the army authorities 
sent Lieutenant-Colonel Birt to Malta to make 
a detailed study of a similar sort of fever found 
in that island, and locally known as Pym’s fever. 
The results of that investigation were mentioned 
by Lieutenant-Colonel Sir David Bruce at the annual 
meeting of the Research Defence Society, held at 
the Royal College of Physicians on June 3rd, 1910, 
when the speaker laid stress on the plucky conduct 
of the soldiers who came forward and offered 
themselves up to be bitten by the infected flies. 

Lieutenant-Colonel Birt had written, he said, as 
follows: “Science and humanity owe a debt of grati- 
tude to the self-sacrificing courage and zeal of the 
gunners of the 99th Company of the Royal Garrison 
Artillery, When the object of the research was 





explained to them, they vied with one another in 
offering themselves as cheerful victims for the sake 
of mankind. The men of the company are of splendid 
physique, and they rejoice in rude health, which they 
maintain by the enthusiastic pursuit of athletics. 
Those volunteers who were selected for experiment 
had resided less than a year in the island. They 
were all exceptionally healthy, strong, and muscular 
men. The aches and pains during the acme of 
phlebotomus fever make the sufferer an object of 
our profound pity. Those who of their own accord 
knowingly submit to them are martyrs indeed.” The 
detailed accounts of Lieutenant-Colonel Birt’s work, 
with the experiments mentioned by Sir David Bruce, 
formed the basis of a paper on “ Phlebotomus, or 
Sandfly Fever,’ read by the former at the recent 
meeting of the British Medical Association held in 
London, and will be found in the JourNaL of 
September 24th, 1910. 

At that same meeting Dr. Phillips of Cairo described 
the three-day fever of Egypt, the account of the 
Maltese form fitting exactly the Egyptian variety as 
seen by him and described by Dr. Wakeling. 

A further paper on this interesting disease will be 
found in the current issue of the JOURNAL by the 
latter observer, Dr. Wakeling. He carefully describes 
the fly and indicates the preventive treatment that 
should be adopted. lLatrines, it will be seen, are 
inculpated, and these will have to be attended to. 
Although this fever is never fatal it incapacitates 
a considerable percentage of the population, and it 
should be dealt with, especially as it is just possible 
that the vector, the sandfly, may transmit other 
diseases. From the scientific point of view Doerr’s 
discovery is of special interest, as it brings another: 
disease into the category of the ultramicroscopical 
group of infections dependent on insect carriers, of 
which well-known examples are dengue and yellow 
fever. 





> 
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LORD GRENFELL AND ARMY MEDICAL OFFICERS. 
IN answer to several correspondents who have drawn 
attention to the remarks made by Field Marshal Lord 
Grenfell, when presiding at the prize-giving ceremony 
at the Middlesex Hospital, we think it well to point out 
that his remarks were not derogatory either to officers 
of the Royal Army Medical Corps or to British medical 
men of any kind. The supposition to that effect is due 
to the brevity of the reports which got into several 
of the lay papers. The reference made by Lord 
Grenfell was to the old Egyptian medical department, 
which at the time of the outbreak of cholera, shortly 
after the close of the Egyptian war, remained just as 
it had been before the Arabi Pasha revolution. It was 
the revelation thus brought about of the absolute 
inefficiency of this old medical department which 
led to prompt reorganization under officers of 
the Royal Army Medical Corps seconded for that 
purpose. The present medical department of the 
Egyptian army is thoroughly efficient, the spirit 
which the British medical officers have inspired into 
it being admirable; Lord Grenfell has himself testified 
to the ability and devotion to duty exhibited by its 
officers of all ranks. 


HEREDITY AND SOCIAL RESPONSIBILITY. 
THE Church Congress at its recent “ Jubilee ” meeting 
devoted a morning to the consideration of questions 
of parenthood and inheritance in relation to ethics. 
The discussion was opened by Dr. G. E. Shuttleworth. 
who, showing how Christian civilization and the 
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‘advance of medical science had tended to the preserva- 
tion of the unfit, argued that, considering the trans- 
missible character of neuropathic defect, marriages of 
pereons so tainted should be strenuously discouraged, 
and in the case of congenital feeble-mindedness abso- 
lutely barred. No method short of segregation in 
industrial colonies of proved degenerates would be 
effectual in limiting the multiplication of such in future 
generations, and although special schools had been of 
signal advantage, wherever established, in the early 
detection and ameliorative training of feeble-minded 
children, the majority would still need some form of 
permanent care. Society owed it to its weaker 
members that they should be protected from drifting 
into the ranks of profligacy and crime, and the com- 
munity would in the long run be compensated for the 
initial expense of custodial establishments by not 
only a diminution of the delinquency of to-day, but 
by the prospective prevention of the reproduction of 
the unfit in future generations. Christian civilization 
had rightly insisted on parental preservation of child 
life, and improved hygienic conditions and the 
advance of medical art tended to preserve weaklings 
whose lot would formerly have been an early 
grave. Mrs. Hume Pinsent pointed out how a 
quickened feeling of corporate responsibility in 
the past had eventuated in lowering the average 
standard of humanity by tending to conserve 
baser elements which Nature unhindered would 
have eliminated. A _ still larger conception of 
corporate responsibility had become necessary, 
and one which would prevent the increase of 
our population from defective and degenerate 
stocks. Illustrating her argument by a pedigree 
chart of four generations, she showed how from a 
single defective ancestress no fewer than fourteen 
defective members had arisen in the family, and the 
community had been saddled with the maintenance 
of these through the humanitarian sentiment of non- 
interference with the liberty even of the unfit. Thus, 
good, efficient citizens had to bear the brunt of sup- 
porting incapables, and evidently the tendency was to 
limit their own progeny and also the educational 
advantages they could afford them. The great facts 
of heredity could no longer be ignored, and the Royal 
Commission had sketched out a legislative scheme 
which would enable society to exercise at any rate 
a measure of control over the reproduction of unde- 
sirable elements in the body corporate. The Bishop 
of Ripon followed with an eloquent paper on the 
‘declining birth-rate and the serious misgiving to 
which it gave rise. The decline was most marked 
among those classes in which England would wel- 
come large families; in three West End (of London) 
residential districts it had fallen nearly 25 per cent. 
in the last thirty years, while in the East End it had 
gone up by 2.24 per cent. It seemed no exaggeration 
to say that, if present tendencies continue, the pro- 
portion of the fit to the unfit would steadily diminish. 
Even our colonies showed a similar tendency. Yet 
we ought to encourage an Imperial ideal of national 
life, promoting by all possible means the increase of 
the fit, and discouraging—even preventing, if need be 
—the reproduction of the unfit. After remarks by 
Mr. W. C. D. Whetham, an interesting discussion 
followed. 


COUNTY MEDICAL OFFICERSHIP 
OF WIGHT. 

IT is quite clear from the report of a meeting of 
the County Council which appears in the Isle of 
Wight County Press of October 1st that the pro- 
posed dual appointment of a county medical officer 
and schools medical officer is likely to cause 
considerable dissatisfaction among the medical pro 


IN THE ISLE 





fession in respect of the salary offered. The 
appointment of a county medical officer is necesgsi- 
tated by the provisions of the Housing and Town 
Planning Act, 1909; and it is proposed that such 
appointment should carry with it that of a school 
medical officer with all its attendant duties and dis. 
abilities. At present the school medical officership 
is held by Dr. J. A. Gibson, who also holds the 
position and emoluments of rural district medical 
officer. The salary attached to the appointment of 
rural district medical officer of health is £300, and 
to that of school medical officer £400; but from the 
total amount of £700 has to be deducted travelling 
expenses, which, owing to the difficulties of transit in 
the island, amount to not less than £200, leaving a net 
income from the two appointments of £500. When 
he obtained these appointments Dr. Gibson had 
to sell his private practice, and was debarred from 
again returning to general practice in the island. 
The Local Government Board is not prepared to 
permit the holder of a county medical officership to 
retain that of rural district medical officer. The 
Council of the Isle of Wight has now offered Dr. 
Gibson the salary of £500 a year for the dual appoint- 
ment. If he were to accept this amount—described 
by one councillor as “princely ””—he would have at 
once to give up the remuneration of £300 a year as 
rural district medical officer, and be required to pay 
all expenses, travelling and otherwise, in connexion 
with both appointments. This “princely” salary is 
made up as follows: As county medical officer, £100; 
as school medical officer, £400; which, deducting 
expenses estimated at the minimum of £200, would 
give a net amount of £300 a year! At the meeting of 
the Council some opposition was made by certain 
members who saw the injustice of the position ; but a 
division being taken, the resolution was carried by 
18 to15; and, failing rescission of the resolution, it 
rests with Dr. Gibson to accept or refuse it. We 
venture to express the hope that Dr. Gibson will 
not only decline to accept such a meagre salary 
for the heavy and responsible duties involved by the 
dual appointments, but that no medical practitioner 
will aid the Council by agreeing to the miserable 
terms offered and accepting office. Inall such appoint- 
ments the expenses should be in addition to the salary, 
or a sufficient amount be included in the salary to 
cover the outlay. To ask a medical officer who 
has done his duty so ably as Dr. Gibson to reduce his 
income by the sum of £400 a year is an insult both to 
him and to the medical profession. Itis gratifying to 
find that one member of the Council during the debate 
‘‘ strongly protested for the honour of the Council and 
the credit of the island against the resolution, and 
moved that Dr. Gibson should have a salary of £500 
clear.” It will be to the credit and honour of those 
members of the Council who have the interests of 
public health and of the island at heart to cause the 
resolution just passed to be rescinded and to offer 
Dr. Gibson a salary commensurate with the important 
duties of his office and the dignity of the position. 


FORLORN HOPE OPERATIONS. 
1'o the average man the reasoning of coroners’ juries 
often seems peculiar—to use a harmless phrase—but 
for real quaintness nothing could be more attractive, 
perhaps, than that of a Preston jury at an inquest at 
the end of September. The object of the inquiry was 
to ascertain the cause of the death of a patient in the 
infirmary which occurred not long after an operation, 
undertaken with the patient’s consent and in the 
hopes of relieving an acute intestinal obstruction. 
It was shown that such obstruction was due to causes 
which rendered a rapidly fatal end inevitable unless 
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they were removed, and that this had not proved 
possible. This being the case, the inquiry might have 
been expected to end promptly in a verdict of death 
from natural causes; but, on the contrary, it went on 
quite along time. This was because one of the wit- 
nesses indicated that, though forlorn hope operations 
of the kind in question were often successful, medical 
men were loth to undertake them; if not successful, 
and followed by an inquest, there was a tendency on 
the part of the public to blame the medical man con- 
cerned for undertaking the operation at all. This 
statement led to an expression of much indignation 
on the part of the jury, and of a threat that 
subscriptions to the infirmary should be withheld 
if its medical officers did not do everything they 
could for its patients. The reply was to the effect 
that so long as coroners’ juries showed a ten- 
dency to blame medical men when admittedly un- 
promising operations failed, it was only human nature 
that they should desire to avoid work which was 
of no benefit to themselves and which might involve 
them in unpleasantness. In view of this trenchant 
argumentuin ad hominem it might have been expected 
that the jury would have taken care to remove, so far 
as it could, all ground for such fear by returning a 
verdict which could not possibly be interpreted as in 
any sense inimical to the medical men concerned in 
the case; it might also well have added a rider to the 
effect that the public should not be needlessly alarmed 
by the holding of inquests in cases in which the 
cause of death could be ascertained by other means, 
and when such cause, whether acting directly or 
indirectly, was a natural circumstance in human 
existence. Instead of this it returned a verdict which, 
so far as the initial object for which the jury had 
been summoned is concerned, is no verdict at all, for 
it did not state the cause of death, merely that it 
occurred after the performance of an operation and 
that the operation had accelerated the death. In 
the circumstances one wonders if the hard-headed 
common sense with which the North is credited isa 
delusion, or whether a Preston man is merely an 
exception to the general rule. 


SOCIETY OF OFFICERS OF “INFANT 
CONSULTATIONS.”’ 

ON June 23rd a meeting was held at the Marylebone 
Dispensary, 77, Welbeck Street, W., to consider the 
advisability of starting a society consisting of those 
interested in the work of “Infant Consultations.” 
The following resolutions were put to the meeting 
and carried unanimously, subject to amendment at 
the general meeting to be held on October 19th, 1910, 
at 6 pm.: “(1) That a Society of Officers of ‘ Infant 
Consultations’ be and is hereby constituted. (2) 
That the aim and object of such society be to (a) bring 
into closer relationship all those engaged or interested 
in the work of such institutions; (b) to promote the 
establishment of similar institutions, and to advise as 
to their organization; (c) from time to time to hold 
meetings for the reading of papers and the holding of 
discussions on subjects germane to the work of 
‘infant consultations’; (d) for the recording of ex- 
perience gained by individuals engaged in the work; 
(ec) for the collection of literature, statistics, and 
reports bearing on the subject. (3) That the society 
consist of a president, vice-president, honorary secre- 
taries, treasurer, librarian, and ordinary members. 
(4) That the expenses of the society be defrayed by an 
annual subscription of 2s. 6d.” An executive com- 
mittee has already been formed. All communications 
should be addressed to one of the Honorary Secretaries, 
Dr. Ronald Carter, 11, Leonard Place, Kensington, W., 
and Dr. J. Lane-Claypon, 69, Prince of Wales Mansions, 
Battersea Park, S.W. 





DISINFECTION OF THE HANDS. 

THE number of methods of disinfecting hands for 
surgical purposes has become extraordinarily large 
during the past few years. H. Selter' holds that 
among all the methods those which depend on the 
action of alcohol are destined to play the chief part. 
The work of Ablfeld on this subject is said to prove 
this. Fiirbringer’s method is also a good one. It 
consists in washing the hands in hot water with a nail- 
brush for five minutes, then washing in alcohol for a 
further five minutes, and finally disinfecting in a 
1 per cent. solution of perchloride of mercury for two 
minutes. Ahlfeld’s method is to wash the hands in 
hot water with a brush for from five to ten minutes, 
then to dry them, then to treat them by scrubbing 
them in concentrated alcohel for three minutes, and, 
lastly, washing them for two further minutes with a 
flannel dipped in absolute alcohol. The two methods 
have, in Selter’s opinion, certain disadvantages. First, 
a considerable time is taken up in the disinfection; 
and, secondly, the quantity of alcohol required for the 
process is cumbersome to carry about and costly. 
He first determined to compare the value of the 
various methods when tested by Klapp and D®onitz’s 
method. Washing and subsequent disinfection with 
lysol or perchloride yielded unsatisfactory results. 
Fiirbringer’s, or other alcohol methods, diminished 
the number of bacteria very considerably, and the 
results were equally good with absolute alcohol, 
denaturated spirit or soap spirit. Tannin alcohol 
produced good results on the surface, but failed in a 
deeper action. In order to overcome the disadvantage 
of carrying a large quantity of alcohol about, the 
author had an ointment prepared, consisting of 75 per 
cent. alcohol and 25 per cent. potassium soap. This 
could be put up in collapsible tubes. First the hands 
were washed with soap, cold water, and nailbrush, 
and special attention paid to the cleaning of the 
nails; then 5 grams of the ointment was rubbed well 
into the hands until quite dry, and again 5 grams 
twice, so that at least 15 grams of ointment would be 
used. The whole process occupied about five minutes. 
The hands were then rinsed with sterile water or 
perchloride of mercury solution. The tests showed 
that 15 grams of ointment secured a diminution of 
the number of bacteria by over 99 per cent. of the 
original number. During hot weather it appeared, 
however, that this ointment failed; the alcohol 
separated spontaneously from the soap. He thereupon 
prepared a paste, containing 80 per cent. alcohol and 
20 per cent. soap, gained from pure palmitic and 
stearic acids. The results were as good as those with 
the ointment. More recently he succeeded in making 
a paste with 86 per cent. alcohol, with which the 
results were still better. He claims from his investi- 
gations that the disinfection gained with 20 grams of 
this paste are as good as that obtained with 150 c.cm. 
alsolute alcohol. 





RADIOGRAPHY FOR CALCULUS IN URETER. 
THE surgery of the ureter has greatly advanced during 
the present century. MM. Proust and Infroit* have 
published an important report on two cases of calculus 
in the lumbo-iliac portion of the ureter removed by 
extraperitoneal uretero-lithotomy. The report is 
adorned by some fine illustrations demonstrating the 
surgical anatomy of the ureter and the steps of the 
extraperitoneal operation, also by some radiographic 
sketches. The latter show how the situation of the 
calculus was defined in the two patients submitted 


1 Deut. med. Woch., August 25th, 1910. 

2 Deux cas de calculs de la portion lombo-iliaque de l’urétére, Revue 
de gynéc. et de chirurgie abdominale, vol. xv, No. 3, September, 1910 
p. 273. 
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to operation. MM. Proust and Infroit also dwell on 
their anatomical researches on the “radiographic 
topography ” of the upper part of the ureter. They have 
discovered that there are individual variations in the 
course of the duct, very perplexing, as they admit, and 
they have come to the conclusion that the point of 
minimum variation is at the level of the fifth lumbar 
vertebra, just internal to the point of its transverse 
process. Above that point, according to the belief 
of most surgeons and anatomists, the ureter runs 
somewhat internal to the transverse processes of 
the lower vertebrae. This is usually the case when 
the subject is free from anomalies and diseases of the 
genital tract; but the authors show that when a 
calculus obstructs the ureter the course of that duct 
becomes considerably altered. The bigger the calculus 
the more the ureter tends to run external to the 
transverse processes of the lumbar vertebrae. The 
kidney is itself displaced, and the ureter makes a 
curve as it passes down anterior to tbe psoas. The 
calculus, however, is by no means big as a rule. 
Proust and Infroit find that calculi lodged in the iliac 
portion of the ureter usually lie internal to the point 
of the transverse process of the last lumbar vertebra, 
whilst stones in the lumbar part of that duct lie 
external to that process. The drawings show that 
localization by the radiograph requires great skill, and 
the authors remind the surgeon of a conspicuous 
source of error pointed out by Voeckler. Calcified 
retroperitoneal glands, ileo-caecal or others, make 
dark spots very suggestive of ureteral calculus; the 
above-named observer defined three such spots on the 
level of the fourth lumbar vertebra, one at the point 
of the transverse process, and the others a little 
internal to it. Alglave, almost simultaneously with 
Voeckler, indicated the same source of fallacy. Their 
communications were published only a year ago. 
Other sources of error will probably be demonstrated, 
and Proust and Infroit admit that ureteral catheterism, 
after the latest improved methods, must sometimes be 
called in to ensure diagnosis. 


DAMAGES FOR NERVOUS SHOCK. 
ir has long been the custom for the lawyer who is 
drawing a statement of claim in an action for personal 
injuries to add a general count for damages for 
“‘shock to the system,” but such a claim has usually 
been ancillary to a claim for compensation in respect 
of an actual physical injury. There is reason to 
believe, too, that juries have been accustomed to give 
weight to the claim when assessing the quantum of 
damages. The law now applicable to the question 
has undergone a kind of evolution during recent 
years which it is somewhat interesting to follow. 
The first important decision was arrived at in an 
Australian case which reached the Privy Council 
in 1888. In that case a gatekeeper of a railway 
company had negligently invited the plaintiffs to 
drive over a level crossing when it was dangerous 
to do so,and the jury, although an actual collision 
with a train was avoided, nevertheless assessed 
damages for physical and mental injuries occasioned 
by the fright. The Privy Council refused to allow 
the verdict to stand, holding that “damages for a 
nervous shock or mental injury caused by fright at 
impending collision are too remote.” Eight years 
later, however, the English Court of Appeal came to 
what appears to be a different conclusion. In a case 
heard in that year (1896) the plaintiff was a 
signalman in the employment of the defendants, a 
railway company, which entered into a contract of 
insurance with him, by which it agreed to pay 
a weekly allowance in case of his being incapacitated 
from his employment by reason of accident sustained 





in discharge of his duty in the company’s service, 
such insurance to be absolute for all accidents, how- 
ever caused, if this occurred to the insured in the fair 
and ordinary discharge of his duty. The plaintiff, in 
the discharge of his duty, endeavoured to prevent an 
accident to a train by signalling to the driver, and 
the excitement and fright arising from the danger 
to the train produced a nervous shock which 
incapacitated him from employment. In an action to 
recover from the defendants the weekly allowance it 
was held that the plaintiff had been incapacitated by 
accident within the meaning of the policy. Here, 
then, was a clear ruling that nervous shock may be 
an accident within the meaning of a policy of insur- 
ance. As might have been expected, the question was 
raised anew in relation to the Workmen’s Compensa- 
tion Act. In one case which was heard in 1909, it was 
held that, in assessing the amourt of compensation to 
be paid, the nervous and mental, as well as the 
physical, condition of the injured workman must be 
considered in estimating the extent of his recovery 
and consequent earning capacity. It is not sufficient 
for the employer to show that the muscular and 
physical mischief caused by the accident has come 
to an end. If is only recently, however, that mere 
nervous shock causing no physical injury has been 
held to be an accident within the true meaning of this 
extraordinary Act. The facts were as follows: In 
October, 1909, the applicant, a collier, 46 years of age, 
who had been engaged in coal mining all his life, and 
who for twenty-seven years had been working at the 
face of the coal in the pit belonging to the respondents, 
while working as usual heard a shout for help from 
the next working place. He ran round and founda 
fellow collier lying full length on the ground, having 
been knocked down by a fallen timber prop and some 
coal; he was bleeding all over his head and from his 
ears and eyes. The applicant picked him up in his 
arms and, with assistance, carried him away; he was 
not dead at the time, but died in a quarter of an hour. 
The effect on the applicant was such that he suffered 
a nervous shock, which incapacitated him from work- 
ing at the coal face. The Court of Appeal held that 
the collier was the victim of an accident arising out of 
and in the course of the employment, and declared 
that he was entitled to compensation. The Master of 
the Rolls said: “I think the decisions of this Court do 
show that when a man in the course of his employ- 
ment sustains a nervous shock producing physiological 
injury, not a mere emotional impulse, he meets with an 
accident arising out of and in the course of his employ- 
ment. It is something unexpected no doubt, in this 
sense, that I do not suppose the applicant thought for 
a moment, when he was doing what was plainly his 
duty in going to the rescue of his fellow-workman, it 
would have this physiological effect on his system, but 
it had that effect.” He concluded by saying: “I can 
see no real difference in principle, when once you get 
rid of the danger of malingering, between that case 
and the case where a physiological injury—physio- 
logical damage —is produced by reason of what 
happened to this man when he went in the course 
of his duty to the neighbouring stall and saw what 
had happened to his fellow-workman.” In the light 
of these decisions it is clear that, among other duties 
imposed upon them by the Compensation Act, practi- 
tioners will have to consider the claims of workmen 
who allege that they are suffering from the effects of 
nervous shock. 


° DRAUGHTS. 
In the JourNAL of September 24th, page 894, there 
appeared an article drawing atteution to tramway 
cars as now being constructed by the coachbuilders 
of the London County Council. It was pointed out 
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that these cars no longer provide an easy means of 
securing a cheap and healthy drive in open air, 
because “outside” passengers have to sit in a 
chamber which one day is as stuffy as “inside” and 
on another is traversed by piercing draughts. For 
this article a correspondent, whose letter appears 
elsewhere in this issue, gravely rebukes us. He holds 
that the notion that draughts are dangerous is merely 
an exploded superstition, and demands the production 
of our authority for taking any other view. Since 
the letter itself admits that a draught may “ depress 
the vitality of an individual and so make him more 
susceptible to the onslaught of the influenza or some 
other fiend,” we shall be quite content to take our 
esteemed correspondent himself as our authority if 
he will permit us todoso. If not, we can only plead 
that there are views which it is legitimate and wise 
to hold even though no great man pledges himself to 
their accuracy. Many beliefs merely depend on 
common observation, and the fact that a certain 
amount of superstition has at one time attached 
to them does not alter their essential truth. Our 
correspondent’s further statements that the “so- 
called draught is only a concentrated dose of fresh air,” 
and that millions suffer for want of fresh air, certainly 
represent profound truths. Nevertheless they leave 
us unimpressed, for much the same statements might 
be said of so many other things. Lead, for instance, 
when distributed through the substance of india- 
rubber gloves is as useful to x-ray workers as fresh 
air to ordinary individuals, but when concentrated in 
the form of a bullet exposure to its impact is apt to 
prove inconvenient. But however these things be, we 
adhere to our belief that draughts are dangerous so 
strongly that we refrain from suggesting to so valued 
a correspondent that he should put their powers to the 
test in his own person. It seems to us that the only 
point of superstition which attaches to the question 
is in respect of the mode of operation. It is not 
commonly understood that the draught is merely the 
primum movens, the immediate cause of the ill results 
experienced being in some causes perhaps a micro- 
organism, in others perhaps a toxin, with which the 
system would have been able to deal effectively but for 
the local depression of vitality, brought about by expo- 
sure to a “concentrated dose offresh air.” But though 
draughts are dangerous, other things are worse, and 
for this reason we sympathize with the efforts of the 
Women’s Imperial Health Association to obtain relief 
for those who rightly prefer a draught to the fetid and 
nauseating atmosphere inevitable when many persons 
together occupy the limited cubic space represented 
by an ordinary railway carriage. The question of a 
passenger’s right to insist upon the opening of a 
window has, so far as we are aware, never been tried, 
and the usual fashion in this country is meekly to 
give way to any blusterous person who insists upon 
closing all apertures. ‘The public does not apparently 
realize that while draughts are merely dangerous, 
fetid air is a direct and certain cause of physical 
injury to all who inhale it. Nor in their turn do air 
Seekers commonly realize that the persons most 
exposed to draughts ina railway carriage with open 
windows are not those sitting next the doors, but the 
occupants of the middle seats. 


“ANTITUMAN” FOR CANCER. 
NEW “cures” for cancer are announced in the news- 
papers almost every day, but the disease we have 
always with us. In some instances the treatment 
has been evolved quite empirically, and the results 
vary according to the mental constitution of the 
physician employing the remedy. In others, the 
“true cause” of the disease is discovered, and from 








the cause the cure follows. In these instances, also, 
the cures recorded at times follow the death of the 
patient and at times precede it. A somewhat new 
turn is presented to us by Professor Oestreich, who, 
having conceived an ingenious idea of the natural 
immunity to cancer, has built out of this theory a 
possible treatment, and having applied this treatment, 
records what at first sight appear to be negative 
results, and, finally, basing his request on these 
almost negative results, desires others to test the 
efficacy of his remedy.! He noticed in his work in 
the post-mortem rooms of the Koénigin Augusta 
Hospital in Berlin that, although carcinoma invades 
every other tissue in the whole body, it never grows 
in cartilage or in the walls of the arteries. His 
deduction from this observation is that these tissues 
must contain a substance which inhibits the growth 
of cancer. Reasoning still further, he found that 
chondroitin-sulphate of sodium, being a common con- 
stituent of these tissues, might be the immunizing sub- 
stance. He found experimentally that this substance 
is well tolerated when injected in doses of 0.1 gram. 
This substance he calls “ antituman.” The injections 
were given in advanced inoperable cases of carcinoma 
of the breast, stomach, rectum, and uterus, but not 
in operable cases, as he did not feel justified in post- 
poning the operation, and if given after operation the 
results are not easy to determine. The immediate 
result of the injection was severe pain in the tumour. 
This he interprets as a proof of the action of the 
medicament on the cancerous tissue. Another result 
was a moderate rise of temperature and slight 
acceleration of the pulse. In some patients there 
was a distinct temporary arrest of the disease, others 
showed some improvement, and others died. The 
only definite statement with regard to the effect of 
the treatment given is that post mortem in all the 
cases the small, not ulcerated cancerous nodules 
showed a marked infiltration with polynuclear leuco- 
cytes, with degeneration and necrosis of the infil- 
trating cancer cells. Oestreich almost apologizes for 
the smallness of the results by stating that a cure in 
these advanced cases was out of the question. It 
may be that “antituman” is capable of curing car- 
cinoma in a reasonably early stage, but if this be so 
we certainly have no evidence of the fact before us. 
In the absence of even a suggestion of a curative 
action, one is inclined to ask, Why does the author 
publish this account? Surely it is time enough to 
speak of a treatment of cancer when some tangible 
results have been obtained. 


MEDICAL WORK AMONG WOMEN IN INDIA. 
THE affairs of the Dufferin Fund came under con- 
sideration at a meeting of the home branch of the 
Association of Medical Women in India held last week 
under the chairmanship of Mrs. Scharlieb, M.D. It 
resulted in the passage of resolutions to the effect 
that the secretary of the fund should be a qualified 
medical woman; that at least one such woman should 
have a seat on the central council of the fund; and 
that an efficient service of medical women for India 
should be organized. There is but little in these 
resolutions to which those interested in the pros- 
perity of the fund can well take exception, though 
the first of them may possibly be a stumbling-block. 
The filling by a woman of such a function as that of 
secretary to a fund as important as the one in ques- 
tion is comparatively novel even on this side of 
Suez, and everywhere, except perhaps in France and 
America, there is a certain prejudice in favour of 


1 Berl. klin. Woch., September 12th, 1910. 
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laymen for appointment to business offices as 
against persons of medical training. The prejudice 
is slowly passing away, and certainly should not be 
allowed to exert any influence in regard to the 
Dufferin Fund. The objects of that fund are so purely 
medical in character, and demand so wide a know- 
ledge of medical needs that there is initial reason 
for employing a person of medical experience as 
secretary. Laymen, itis true, often make successful 
secretaries to such funds, but only when, besides 
being persons of special ability, they have served for 
some years in a subordinate post in the office of the 
fund, and thus got into touch with its work before 
taking up a position of responsibility. In India, 
where changes among the white population are 
frequent and subordinates are commonly natives, it 
must be difficult to secure among laymen a secretary 
with the knowledge necessary. Given, therefore, a 
certain amount of luck and wisdom in their choice 
the authorities of the fund would probably find 
that a medical woman as secretary was an advantage, 
more especially as many women have a natural 
aptitude for detail, which is always of advantage 
in secretarial work. That a medical woman should 
have a seat on the central committee goes, as the 
French put it, “ without saying,” for the whole work 
of the fund deals with women. Hitherto the only 
woman member has been its president, who is always 
the wife of the Viceroy. The suggestion that there 
should be organized an efficient service of medical 
women for India will sound curious to many people; 
the sole object of the fund is to placa medical aid by 
women at the service of the women of India, so it 
may well be supposed that such an organization must 


_ have been the very first step taken. In a measure 


this, no doubt, was the case; but in the twenty-five 
years that have elapsed since the fund was started 
conditions in India have somewhat altered; the 
services of many more properly trained women are 
available, and the machinery itself would appear to 
have grown rusty. In any case, since a new Viceroy- 
Ship is about to commence, and will necessarily bring 
with it a change in the personnel of the fund, an 
excellent opportunity presents itself for overhauling 
an organization which might do much more for India 
than it does. 


A BIOLOGICAL PROCESS IN PHOTOGRAPHY. 
MEDICINE is being constantly drawn more closely to 
allied sciences, and each year new adjuvants to 
medical procedures are introduced. Photography can 
scarcely be considered an allied science of medicine at 
present, except in so far as this art is the means of 
xecording the appearances of diseased conditions, and 
for this reason acts as a handmaid to medicine. 
Radiography, however, is an almost purely medical 
art,and the science underlying it! has, therefore, an 
interest for the physician. Although the doctor does 
not, as a rule, trouble himself much about the 
chemistry and physics of photography, a new dis- 


covery in this field will probably interest the medical 


world as well as the photographic, and the possi- 
bilities of this discovery may be of considerable im- 
portance to medical science. It is well known that a 
photographic plate acts by the reduction of the 
bromide of silver after exposure to light. This re- 
duction is effected by what are known as “ developers.” 
Direct darkening of a sensitized surface can be ob- 
tained by the exposure to light of the chloride of 
silver, asin some printing processes. A third photo- 
chemical process depends on the alteration of 
chromized gelatine by exposure to light from an 
easily melting condition into a condition which 





resists the action of warmth. The processes of carbon 
and other pigment printing, both in artistic photo. 
graphy and in illustrations, depends on this action, 
Now, since gelatine belongs to the chemical group of 
the albuminous bodies, if occurred to Dr. L. Jacob- 
sohn! that it would be worth while to see if the 
characters of the proteid group were impaired by 
exposure to light. He thereupon soaked strips of 
photographic films in a 3 per cent. solution of potas. 
sium bichromate and later exposed some portions of 
these strips to light. All of them were subjected to 
peptic digestion with 1 per cent. pepsin and 05 per 
cent. of hydrochloric acid. He found that the exposed 
portions did not show any signs of digestion, while 
the unexposed portions were completely digested by 
the mixture. The digestion takes place well at about 
40° C., and as this temperature softens and melts the 
gelatine, it was necessary first to harden it with 10 per 
cent. formalin or some other hardening mixture. In 
order to obtain a good print from a photographic 
negative, Dr. Jacobsohn used a paper covered with 
gelatine in which very fine insoluble pigment granules 
had been suspended. The gelatine having been 
chromatized, a contact print was made. On digesting 
the gelatine with the pepsin mixture those portions 
which had not been acted on by light were digested 
and those which had been exposed to full light 
remained intact, while the intermediate shades were 
proportionately affected. On washing away the dis- 
solved or digested gelatine, and with it the imbedded 
pigment particles, a fine half-tone picture resulted. 


MILK STANDARDS. 
THE difficulties of securing a satisfactory milk supply 
are well evidenced by the latest report of the Medical 
Officer for the City of London, Dr. W. Collingridge. 
Despite the knowlege of milk producers that all 
milk reaching the city is subjected to very 
careful examination, much of it still contains 
active tubercle and a good deal of dirt. Moreover 
some 69 per cent. of it continues to arrive in the old- 
fashioned ventilated variety of churn, although 
churns dust-proof and otherwise suitable for railway 
transit are readily obtainable. Neglect of this facility 
is the more curious as the milk purveyors are them- 
selves liable to suffer. Milk very readily absorbs any 
odour in its vicinity, and may do so to such an extent 
as to lead to its rejection by householders. Instances 
of such absorption are supplied in the report, the 
milk in one case having been damaged by travelling 
in ventilated churns in trucks used for the conveyance 
of fish. A case is also noted in which damage by 
acquired odour was due to milking the cows in a shed 
recently sprinkled with a strong-smelling disinfectant. ~ 
Possibly, however, the point of greatest interest in the 
report is the evidence it affords of the disadvantages 
of standards in connexion with articles of food wher 
those standards represent the average composition of 
foods not of fair but of the lowest possible quality. 
The standard laid down by the Board of Agriculture 
and Fisheries in the regulations published by it in 
1901 is very low in respect of fat, and farmers seem- 
ingly take advantage of this fact to make an additional 
profit by toning down their milk by the addition of 
skimmed or separated milk, so as to keep the fat con- 
tents just within the standard. The nett outcome 
appears to be that the average quality of milk now 
obtainable in the city, and certainly elsewhere, is, 
apart from other defects, certainly lower than it used 
to be. From both the latest annual report of the 
Local Government Board and that of the Intelligence 
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1Dr. L. Jacobsohn, Deut. med. Woch., August 18th, 1910, 
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Division of the Board of Agriculture and Fisheries for 
1909, it is clear that the authorities are quite alive to 
the fact that the official milk standard is being used 
for the purpose in question, and, this being the case, 
it seems hardly too much to ask them to devise regu- 
Jations which will make the practice more difficult to 
put into operation. 


PANTOPON. 
SAHLI’s opium preparation, which bears the name of 
“ pantopon,” and which he described in a publication 
in the Therapeutische Monatsheft in January, 1909, is 
said to represent all the alkaloids of opium in the 
form of chlorides. According to C. A. Ewald, the 
claims made for this preparation by its introducer are 
quite justified. They are: (1) That it does not cause 
vomiting, constipation, or excitement in the large 
majority of persons; and (2) that it frequently exerts a 
sedative action when morphine has failed. Inonly one 
case in which he prescribed the preparation did it pro- 
duce excitement. In all others the usual beneficial 
action of opium or morphine was well marked. It did 
not produce vomiting or constipation when applied sub- 
cutaneously, but when given by the mouth was found 
to be useful in checking diarrhoea. The dose which 
he employed was from 0.01 gram to 0.02gram. In some 
of his cases it acted much better than morphine, 
both as a narcotic, as an analgesic, and in suppressing 
cough. In one case of diabetes insipidus he gave two 
tablets containing 0.01 gram each, and succeeded in 
reducing the quantity of urine from between 7 and 11 
litres to 3} litres within a fortnight. The other sym- 
ptoms were also ameliorated. Ewald does not consider 
that pantopon will replace morphine at present because 
ofits price. Boughtin sterilized solution in ampullae, 
and compared with morphine bought under the 
same conditions, it costs from two and a half to 
three times as much as the latter. E. Griifenberg? 
has also employed it freely, and has been satis- 
fied with the results obtained. He made certain 
observations on patients, and from tlese con- 
siders that he is able to measure the activity of the 
preparation. In his gynaecological cases, after opera- 
tion, he gave some morphice and scopolamine, some 
pantopon alone, and some pantopon with scopolamine 
before the anaesthesia. In each case the anaesthetic 
was administered on a Wanscher-Grossmann’s mask, 
and was ether. He measured the time between the 
commencement of the ether inhalation and the aboli- 
tion of the corneal reflex. With plain ether it was 
16.8 minutes, with one dose of morphine and two of 
scopolamine it was 14.6, with one dose of pantopon it 
was 14.4, with two doses of pantopon it was between 
4 and 5 minutes, with one dose of pantopon and two of 
scopolamine it was 12 6, and with‘two doses of pantopon 
and two of scopolamine it was between 4 and 6 minutes. 
He therefore concludes that two injections of 0.02 gram 
of pantopon shortens the preanaesthetic stage most 
markedly. In obstetric practice he found the prepara- 
tion of value. He injected 1 c.cm. of the 2 per cent. 
solution twice, with an interval of about three hours. 
The pains were not diminished in strength, and all the 
children were born alive and well. The injection 
Should not be applied during the period of expulsion, 
as the pains are so little felt by the patient that she 
does not bear down properly. Lastly, he states that 
the preparation is valuable after operations for the 
relieving of pain. The narcotic action was not less 
well marked than that of morphine in his cases, and 
since pantopon does not paralyse the muscular coat of 
the intestine, flatus passed very early when it was 
given. In conclusion it may be mentioned that Rodari, 


1 Berl. klin. Woch., August 29th, 1910, 
2 Deut. med. Woch., August 25th, 1910, 











Heimann, Hallervorden, and Biirgi have also published 
favourable reports of its action. The preparation is in 
the hands of F. Hoffmann, la Roche and Co., of 
Basle. 


DEMONSTRATIONS AT THE ROYAL COLLEGE OF 
SURGEONS, ENGLAND. 

By order of the Council of the Royal College of Sur- 
geons, England, an autumn course of demonstrations 
will be given in connexion with the Museum. The 
course arranged is as follows: (1) Friday, October 21st 
(Professor Keith): Specimens illustrating obstruction 
of the bowel caused by (a) defects of the diaphragm, 
(b) peritoneal pockets, (c) imperfect attachment of the 
mesentery. (2) Monday, October 24th (Professor Shat- 
tock): Specimens illustrating the various lesions of 
syphilis. (3) Friday, October 28th (Professor Keith) : 
Specimens illustrating the various forms of imperfect 
differentiation of sex in man. (4) Monday, October 
3lst (Professor Shattock): Specimens illustrating the 
pathology of rickets, cretinism, and allied conditions. 
(5) Friday, November 4th (Professor Keith): Speci- 
mens illustrating acromegaly and some allied condi- 
tions. (6) Monday, November 7th (Professor Shattock) : 
Specimens illustrating injuries and diseases of arteries. 
The course, which will be given in the theatre of the 
College at 5 p.m. of each day, is open to all medical 
men and advanced medical students. 





WE are authorized to state that the announcement 
made in certain lay papers to the effect that Sir 
Patrick Manson has retired from the office of Medical 
Adviser to the Colonial Office is unfounded. 





Dr. F. M. SANDWITH, Gresham Professor of Physic, 
will deliver four lectures on Ancient and Modern 
Surgery, on Tuesday, October 25th; Wednesday, 
October 26th; Thursday, October 27th; and Friday, 
October 28th, 1910. The lectures are free to the public, 
and will begin each evening at six o'clock. 


WE are requested to state that any member who 
may wish to have a copy of the Guide Book prepared 
for the use of those who attended the annual meeting 
of the British Medical Association, held in London 
last July, can procure one free of charge (except 
3d. for postage) on application to Dr. Lauriston Shaw 
429, Strand, London, W.C. 


WE are asked to state that the Council of the 
Royal Institute of Pablic Health, with a view of 
affording medical practitioners possessing the Diploma 
in Public Health opportunities for a more extended 
experience in bacteriological methods, has decided 
to admit yearly two such persons gratuitously for a 
period of six months each. Applications should be 
forwarded to the Principal, 37, Russell Square. 


WE are informed that the Governors of St. Thomas’s 
Hospital have at considerable expense prepared a ward 
specially intended for lying in cases. The authorities 
state that they are anxious to work in the closest 
sympathy with general practitioners, and are prepared 
to accept for treatment in this ward cases of antici- 
pated difficult labour if strongly recommended for 
admission by a general practitioner when the circum- 
stances of the home make hospital treatment 
desirable. General practitioners who desire to apply 
to the hospital are requested to give due notice and 
to find out whether there is a vacant bed for the case 
in which they are interested. 
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(FROM OUR SPECIAL CORRESPONDENTS.) 


LONDON. 
REARRANGEMENT OF CORONERS’ DISTRICTS. 

THE Public Control Committee reported to the London 
County Courcil on October 1lth with regard to the 
rearrangement of the coroners’ districts in Central 
London, and the appointment of a successor to Dr. 
G. Danford Thomas. Under the Coroners Act, 1892, 
@ vacancy must be filled within three months of its 
occurrence; the new appointment must therefore be 
made not later than November 5th. In consequence 
of the size of the central coroner’s district the Council 
in 1891 decided that when vacated the district should 
be divided into two, the division to be made as nearly 
as possible on the basis of the number of inquests. 
Owing to the Council being in recess when the present 
vacancy occurred, time did not permit of the neces- 
sary steps being taken before November 5th to effect 
an alteration of the boundaries of the district. The 
Committee proposed, therefore, that a coroner should 
be appointed to the district as at present constituted, 
but at a salary based upon the work in the portion of 
the district which would be left to him after the 
boundaries had been rearranged. 

In 1895, the report continued, the Council passed 
a series of resolutions directed at improving the 
conditions under which the duties of coroner were 
performed. It was then pointed out that in London 
there were ten coroners whose duties and salaries 
varied considerably, that it appeared probable that 
a smaller number would suffice under new arrange- 
ments, and that it would be more dignified if the 


. position of coroners approximated more to that of 


stipendiary magistrates, with districts about equal in 
the amount of work, and salaries not dependent on 
the number of inquests held, and with proper courts, 
including a clerk and other officials necessary in a 
court of inquiry. The recent departmental committee 
largely endorsed this view, and a bill now before the 
House of Commons put the matter in a definite shape. 
As to the new appointment, therefore, regard should 
be had to the possibility of alteration of the law. 

The Committee had come to the conclusion that the 
arrangement foreshadowed in 1891 was hardly desir- 
able, and that instead of forming an additional dis- 
trict, certain modifications should be made in the 
coroners’ districts north of the Thames. The boroughs 
of Paddington and St. Marylebone should be transferred 
from the central district to the western district, and 
the portion of Finsbury known as the parish of St. 
Luke should be transferred from the north-eastern to 
the central district. This rearrangement would divide 
the work about equally between the four coroners’ 
districts north of the Thames, and the work of each 
district (the Committee thought) would not be beyond 
the powers of a coroner who devoted his whole time 
to the duties of his office. The new western district 
would comprise: Hammersmith, Fulham, Kensington, 
Chelsea, Paddington, and St. Marylebone with an 
aggregate population of 839,024, a total of deaths in 
1909 of 11,220, and an average number of inquests 
during five years of 1,035. The new central district 
would contain Hampstead, St. Pancras, Islington, 
Holborn, and Finsbury, with a population of 831,903, a 
total of deaths of 11,927, and an average number of 
inquests of 1,118. 

On the question of salaries the Committee stated 
that it had been the practice to calculate a coroner’s 
salary upon the basis of a definite sum per inquest 
and the average number of inquests held, but the 
Committee proposed that a departure should be made 
from this practice. Hitherto the basis had been 30s. 
per inquest until the salary reached £1,350, but no 
Salary went beyond that amount unless the average 
number of inquests held, on a basis of 21s. per inquest, 
would produce a higher salary. The earlier basis of 
£1 68. 8d. per inquest, with an allowance of 9d. a mile 





————— 


for travelling expenses, had been reverted to in the 
case of some of the districts. The Committee recom. 
mended that the salary of the new coroner for the 
central district should be £1,250 a year, this amount 
to be regarded as including £250 to meet the expenses 
of the office, comprising payment of deputy, provision 
of office accommodation, clerical help, etc. If the 
Council made the proposed rearrangement of dis- 
tricts, additional work would fall on Mr. C. Luxmoore 
Drew, the Coroner for the Western District, whose 
salary should be raised from £1,126 to £1,400. In 
fixing these salaries the Committee had in mind the 
possibility that an amendment of the law might pro. 
vide for the pensioning of whole-time coroners with- 
out requiring them to contribute by a deduction from. 
their salaries. The adoption of the scheme outlined 
would effect a saving of nearly £800 a year. 

The Committee recommended that a petition be 
presented to the King praying him to order the 
alterations proposed in the coroners’ districts ; that 
notice thereof be given to the coroners, and that 
they be consulted before the petition was pre- 
sented ; and that an advertisement be issued 
inviting applications for the appointment to the 
Central District. 

When the report came up for consideration at the 
meeting of the Council, a member asked whether 
persons who had written to members of the Council 
asking for votes in furtherance of their candidature 
would be disqualified under the standing orders from 
offering themselves for election. 

The Chairman replied that if such letters had been 
written they were highly improper, but, as the position 
had not yet been advertised, technically no breach 
of the standing orders had been committed. 

The recommendations of the Public Control Com- 


_ mittee were then agreed to. 


MEDICAL TREATMENT OF SCHOOL CHILDREN, 

The Council approved the recommendations of the 
Education Committee that arrangements be entered 
into with the Poplar Hospital for Accidents and a local 
committee at Deptford for the dental treatment of a 
certain number of local school children.' The pro- 
posal to transfer the experimental scheme for the 
treatment by the ‘“Queen’s” nurses of children 
suffering from suppurating ears from the Hackney to 
the Paddington district?” was also approved. The 
Finance Committee observed, with reference to this 
matter, that the apparent failure of the experiment in 
two districts raised the question of the general 
efficacy of the policy, and the Education Committee 
had been asked to give further particulars as to its 
reasons for thinking that a change of districts would 
solve the difficulty. 


MANCHESTER. 





EAST LANCASHIRE TERRITORIAL FIELD AMBULANCE. 
It is announced that men of the Field Ambulance oi 


the East Lancashire Territorial Division are invited to ~ 


attend a course of lectures on field ambulance work at 
the Manchester Royal Infirmary. The course will begin 
on November 2nd, and the class will be held on eack 
succeeding Wednesday for six weeks. Members of the 
field ambulance who wish to attend this course are 
asked to send in their names to the orderly room 
as soon as possible. The efficiency year ends on 
October 31st, and men who have not completed the 
minimum number of drills required by the regula- 
tions, or have not fired their musketry course, will 
be liable to the penalties which attach to non- 
efficiency. 


SANITARY INSPECTORS’ ASSOCIATION, 

At a meeting of the North-West Centre of the Sani- 
tary Inspectors’ Association, on October 8th, an 
address was given by Dr. F. Vacher, who is President 
of the Centre, and who recently retired from the post 
of Medical Officer of Health for the County of Cheshire. 





1 BrivTisH MEDICAL JOURNAL, July 23rd, p. 220. 
2Ibid., August 6th,1910, p. 345. 
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Dr. Vacher said the sanitary inspector of to-day 
needed much higher training and qualifications than 
formerly. Among other qualifications he should be 
able to recognize cases of infectious disease. It 
might be said that this was rather the work of the 
medical officer of health or the medical practitioner, 
but there were many cases of infectious disease which 
never came under the care or notice of medical practi- 
tioners, and unless they were discovered by the sani- 
tary inspectors they would never receive the attention 
needed, and would certainly never be dealt with as 
they ought to be in the interests of the community. 
It was pleasing to see how well women sanitary 
inspectors had been received wherever they had been 
appointed. The inspection of common lodging-houses 
used by women was only possible and satisfactory 
where there were women sanitary inspectors. They 
were also necessary where prompt notification of 
births was required, and they alone could best advise 
and instruct young and ignorant mothers as to the 
care of children. The sphere of their usefulness 
vould in the future certainly be greatly extended. 
With regard to training, he suggested that boys pro- 
posing to become sanitary inspectors should leave 
school at the age of 12 in order to get a knowledge of 
office work. When asked to explain this, Dr. Vacher 
said he thought that the curriculum of modern schools 
was burdened with many unnecessary subjects. Boys 
left school with a smattering of Latin, Greek, French, 
German, mathematics, or physics, and to make room 
for these things not so much care was being bestowed 
on the three R’s and on simple English history and 
geography as there used to be. It was not creditable 
that a boy should have a smattering of subjects of 
which he would make but little use and no more than 
a smattering of the really important things. 





LIVERPOOL. 





_ APPOINTMENT TO BROWNLOW HILL WorRKHOUSE, 
THE Select Vestry of Liverpool has appointed Mr. 
\rthur J. Evans to succeed Dr. W. Alexander as Sur- 
geon to the Brownlow Hill Workhouse. Mr. Evans is 
39 years of age; he was educated at University College, 
London, and took his qualification as MR.C.S. and 
L.R.C.P. in 1899; last year he took the Fellowship 
of the Edinburgh College of Surgeons. During the 
present year Mr. Evans was elected Honorary Surgeon 
to the Liverpool Stanley Hospital. Mr. Evans was a 
volunteer surgeon during the South African war, and 
in 1904 was a member of an expedition to investigate 
tropical disease in West Africa; he was also present 
in 1907 during the earthquake at Kingston, Jamaica, 
when he rendered distinguished service. The appoint- 
ment is important, as the surgeon is in charge of half 
the wards of a hospital which contains about 1,000 
patients, and the surgical half includes, besides sur- 
gical beds, wards for maternity cases, for infants, for 
epileptics and lunatics. The duties were not defined in 
the advertisement, but are presumably the same as 
those performed by Dr. Alexander except that the 
vaccinations have been given to the physician, Dr. 
Nevins. Considerable public interest has been shown 
in the election, letters and leading articles having 
appeared in the local papers evincing some distrust 
‘n the elective body on account of its alleged ten- 
dency to settle appointments on party and religious 
ines. It is a matter for regret that this opportunity 
has not been taken to divide the duties among a 
larger and more specialized staff, as it is impossible to 
und the qualifications for such varied work combined 
«0 One individual. 


APPOINTMENT OF ASSISTANT TO MEDICAL OFFICER 
OF HEALTH. 
_ Another important appointment has been made in 
Liverpool, which in one respect is in contrast with 
the workhouse appointment—that is, in the number 
of candidates. In the one case eleven men applied 
tor the post, all of whom were local practitioners 
xcept one, while for the second appointment there 
Were fifty-eight applicants. The new post that has 








just been formed is that of Assistant to the Medical 
Officer of Health to undertake the following duties : 

To visit the homes of persons suffering from tuberculosis who 
have been in-patients at Fazakerley Hospital, or notified under 
the Order of the Local Government Board, with a view to ascer- 
iain that medical instructions are being followed, and to remind 
or advise the patient, when necessary, as to the precautions to 
be observed. 

lo note and report to the medical officer of health any home 
conditions likely to influence the disease, either in regard to the 
patient or to those living with him. 

To keep systematic records of visits or revisits, and of the 
conditions found, and to submit these to the medical officer of 
health, and to carry out any other duty or investigation which 
the Health Committee may direct. 


The choice of the Health Committee fell upon a 
local candidate, Dr. W. L. Hawksley, who has held 
appointments as house-surgeon and house-physician 
in the David Lewis Northern Hospital, and as resident 
medical officer in the Liverpool South Dispensary. 
He was also in charge of the special tuberculosis 
wards of the Corporation at Fazakerley Hospital for 
nearly two years. He was then appointed one of the 
school medical officers. The new appointment is a 
whole-time one ata salary of £250 per annum, rising 
to £300. 

MEDICAL SERVICE. 

The annual special service for medical men will be 
held in St. Luke’s Church on Sunday, October 23rd, St. 
Luke’s Day being Tuesday, the 18th. The preacher will 
be the Right Rev. Francis Paget, Bishop of Oxford, and 
a son of Sir James Paget, the surgeon. A collection 
made will be devoted to the Medical Benevolent Fund. 
Academic garb will be worn. 


FIRE AT THE GENERAL INFIRMARY. 
AN outbreak of fire occurred at the General Infirmary 
on the morning of Friday, October 7th; it resulted 
in the destruction of the roof of one of the blocks, 
but was happily unattended with loss of life or 
injury to any of the inmates. Some doubt must exist 
as to the exact origin of the fire, but in the opinion of 
some of the firemen engaged it must have been 
smouldering for some time in the false roof of the 
block where it was first detected from the outside. 
Flames were freely arising from the roof before those 
on duty in the ward grasped that there was anything 
wrong; and, indeed, information was first conveyed to 
the nurses on duty by the firemen who had been 
promptly summoned. The removal of the patients 
from the block was, of course, at once decided on, and 
so speedily was this effected by the nurses, residents, 
and porters that at no time was there any danger to 
the inmates. The prompt removal of some 90 patients 
from the three floors of the block without at any 
time the slightest manifestation of panic, without 
undue fuss, and with a deliberate celerity which must 
bave been most reassuring to the patients, was a pro- 
ceeding which reflected great credit on every one, and 
illustrates the fact that good discipline, to whatever 
cause it may be primarily directed, can be usefully 
employed in emergencies of any kind. Although 
many offers of help from neighbouring institutions 
were kindly offered it was found possible to find accom- 
modation for all the patients removed from the block. 
Some were sent to the semi-convalescent hospital, from 
which those who were sufficiently well were sent to 
their homes; others found accommodation in one of 
the large wards which had just been overhauled and 
was almost ready for occupation, and the remainder 
were distributed in the otber wards. Beyond the 
closure of the out-patient department for the afternoon 
the work of the infirmary was not interrupted. At a 
meeting of the board held on Friday afternoon, a few 
hours after the fire had been got under, instructions 
were given to the architect to get out specifications 
for the restoration of the block. The damage will 
probably be represented by a sum of £3000, and 
though the building is insured some financial loss to 
the institution is bound to occur. Leeds and York- 
shire at large is, however, proud of this hospital, whose 
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Official title is not the ‘“ Leeds Infirmary,” but “The 
General Infirmary at Leeds,” and practical manifesta- 
tion of sympathy will not be wanting in the 
emergency. 


BIRMINGHAM. 


A NEW SANATORIUM FOR CONSUMPTIVES. 

THE Health Committee of Birmingham has now com- 
pleted the necessary alterations at the Emergency 
Hospital, Yardley Road, and has thereby provided a 
sanatorium which will accommodate fifty patients 
suffering from phthisis. Dr. W. H. Wynn has been 
appointed Visiting Physician, and Dr. Dixon as 
Resident Medical Officer. The building was opened 
by the Lord Mayor on October 5th. There are two 
large wards, one being set aside for twenty-four 
women, and the other for twenty. six men. Each ward 
is divided into four divisions, three for sleeping and 
one to be used as a dining and recreation room. 
Attached to the westerly side of each ward is a covered 
verandah, under which, even in wet weather, patients 
may bein the open. There is also a separate shelter 
in connexion with each ward, so constructed that in 
very inclement weather those who are able to be out 
will be protected from the wind. A room has been set 
apart for the examination of patients, and a small 
laboratory has been provided together with a dark 
room for throat examinations. The most recent 
methods of investigation and treatment will be 
provided. 

Admission to the sanatorium is open to any Bir- 
mingham resident who is suffering from tuberculosis 
of the lung in a rather more advanced stage than 
would entitle admission to Salterley Grange Sana- 
torium. The treatment will be for a definite period 
of six weeks, and during this time not only is it 





expected that the general condition of the patient - 


will be improved by the open-air or other treat- 
ment, but also the patient will receive instruction 
in the methods of preventing the spread of infection 
during coughing and spitting. In this way 350 patients 
suffering from consumption should be treated yearly. 
It is hoped that the institution will be able to teach 
these patients how to look after themselves when they 
return home, and be the means of preventing infection 
spreading, and also of prolonging directly or indirectly 
the wage-earning capacity of a considerable number of 
consumptives. If any patients are found to respond 
sufficiently to treatment they may be transferred to 
Salterley Grange Sanatorium, where only patients in 
the — stage of tuberculosis of the lungs are 
received. 





WALES. 





LLANDAFF AND DINAS POoWwIS. 

Dr. R, PRICHARD, Medical Officer of the Llandaff and 
Dinas Powis District Council, reported on October 5th 
that the number of births during the five weeks ended 
September 30th had been 91, equal to an annual birth- 
rate of 33.46 per 1,000, as compared with 22.09 and 29.8 
in the corresponding periods of the last two years. 
The deaths registered numbered 31, giving a mortality 
of 11.67 per 1,000, as compared with 6.11 and 10.09 in 
the corresponding periods of the last two years. 
Fifteen cases of scarlet fever and three of diphtheria 
had been notified during the month. 


TYPAOID AT PONTYPOOL. 

An outbreak of typhoid is reported from Pontypool, 
and half adozen persons have been removed during 
the week to the Newport Isolation Hospital. No 
further cases are reported, and it is hoped that the 
present outbreak—the cause of which has not yet 
been traced—is not the beginning of another epidemic 
similar to the one which overspread the district four 
years ago. 

HYDRO FOR BUILTH WELLS. 

A few Birmingham capitalists who recently visited 
Llanelwedd, Builth Wells, are negotiating for a site 
for the erection of an up-to-date hydro on the grounds 








above Gwernyfed, within five minutes’ walk of the 
railway stations at Builth Road, and overlooking the 
picturesque river Wye. The scheme will cost about 
£15,000, and it is suggested, should the site be 
obtained, that the hydro shall be connected with the 
Park Wells saline and sulphur springs by a bridge 
across the Wye, near the old Llechryd ford. Plans 
have been submitted to the owner of the estate: 
if terms can be arranged, the bydrc—170 ft. frontage 
with 50 bedrooms and extensive grounds—will be a 
great boon to Builth Wells. 


UNIVERSITY COLLEGE OF SOUTH WALES AND 
MONMOUTHSHIRE. 

At a special meeting of the Council of the University 
College of South Wales and Monmouthshire, held on 
October 7th, the committee appointed to consider the 
duties and the salary to be attached to the registrar. 
ship presented its report. The registrarship will 
become vacant on October 13th, on the resignation of 
Mr. J. Austen Jenkins, B.A. The committee recom- 
mended that a salary of £400 per annum be offered to 
the new registrar, the appointment to be subject to 
three months’ notice on either side. The Council 
adopted the committee’s report, and it was arranged 
that Mr. D. J. A. Brown (Chief Clerk, Registrar's 
Department) should carry on the work attached to 
the office of registrar from October 13th until such 
time as the vacancy is filled. 

The Council confirmed the appointment of Mr. 
Harold A. Haig, M.B., B.S., as lecturer in histology 
and embryology, and of Mr. G. Douglas Brooks, B.A, 
as assistant lecturer in Greek. 


SANITARY INSPECTORS’ ASSOCIATION. 

On October 8th Sir J. T. D. Llewelyn, Bart., 
entertained at Penllergaer the South Wales and 
Monmouthshire Branch of the Sanitary Inspectors’ 
Association for the thirteenth annual meeting. 
Dr. W. Williams, county medical officer, the pre- 
sident, took the chair. He was subsequently re- 
elected president of the centre. Dr. Williams, in the 
course of the proceedings, stated that, to his regret, 
the status and pay of the sanitary inspector still 
showed no progress. He had arranged for a deputa- 
tion to wait upon the Right Hon. Mr. John Burns, and 
he hoped to elicit his sympathy on their behalf. 
Something should be done. No body of men did 
greater good for the country than they did. They 
should be properly paid, and there ought to be some 
fixed scale of remuneration. Sir John Llewelyn also 
spoke of the onerous work of the sanitary official, and 
the tact that he had to display in carrying out 
strictly his duties to the public. Their services 
really could never be rightly estimated, for the more 
successful they were in preventive work, the less 
there was to give proof of it. Speaking of his own 
district, Sir John remarked on the change from arable 
to pasture land, and said he had pointed out to the 
farmers that the public now required better accom- 
modation for cattle. The farm baildings which used 
to be chiefly for horses and for corn had to be adapted | 
for cattle, and he had of recent years spent hundreds 
of pounds on his home farm in this direction. The 
landowners had their responsibilities in this way, but 
the farmers had also their share, They were respon- 
sible for the cleanliness of the houses and the persons 
who attended to the work. Mr. D.R. Thomag, Chief 
Sanitary Inspector of the Swansea Rural District 
Council, read a paper on Sanitary Progress in 
the Swansea Rural District during the past 
fifteen years, etc., and was heartily thanked. Mr. 
J. Towy Thomas, the honorary secretary of the 
centre, was the recipient of a purse of gold from 
the members in recognition of his services. After 
the luncheon provided by Sir John Llewelyn, Dr. 
Williams, the president, spoke of the crusade against 
consumption which had been initiated by Mr. David 
Davies, M.P.,of Llandinam. He took the opportunity of 
telling them, on the authority of Mr. Davies himself, that 
it was a real crusade, not a scheme to consist of bricks 
and mortar, but a scheme of work—a scheme of work 
beginning in the school and in the home, and dealing 
with hygiene and the laws of health. It was to be 











Oct. 15, 1910.] 


SCOTLAND. 


Tue BriT1sH 
MeEpiIcaL JouRNaL 


1183 








an educative and preventive scheme to a very large 
extent. People, he said, passing from sanatoriums 
recovered did not often care to do the work they 
were able to, but under this scheme people who went 
in for curative treatment would have to do a certain 
amount of work. 

The sanitary authorities, however, would look after 
the milk and meat supplies, for purity in both these 
articles would greatly prevent the disease. There was 
the housing question also, but that was more a matter 
for the sanitary authorities. Sanitary authorities 
should be stimulated to do more than they had done 
in the past in regard to the housing of the people. 
He believed that there were consumption houses, 
dwellings in which it was a most difficult matter 
to keep away from consumption—houses with old 
thick walls and windows never made to open. 
Merionethshire, his own county, and Cardiganshire 
were said to be the two blackest counties in Wales in 
this matter, and before they could hope to expect to 
stamp out consumption from those houses they must 
disinfect them with fire and brimstone. There the 
residents got plenty of fresh air in the daytime, but 
at night the windows were stopped up—it was at night 
the mischief was done. He hoped those present would 
remember what he was saying—that this scheme was 
not one merely of sanatoriums, but a preventive and 
educative scheme. 








Scotland. 


[FROM OUR SPECIAL CORRESPONDENTS.) 


EDINBURGH. 
Nurses’ Registration. 

In the nurses’ recreation room of the Royal Infirmary 
of Edinburgh, on Friday afternoon, October 7th, Lord 
Ampthill, G.C.S.L, GC.I.E., distributed the prizes to 
those nurses who had successfully come through the 
recent examinations. The Lord Provost of Edinburgh, 
who presided, said they were greatly indebted to Lord 
Ampthill for his good offices in the House of Lords, 
and for the generous manner in which he had cham- 
pioned the cause of the registration of nurses. 
Though that Bill, carried through the House of 
Lords, never came in definite form before the House 
of Commons, perhaps something had been gained by 
that, because they all hoped that they were going to 
get a better bill by waiting a little longer. 

After distributing the prizes, Lord Ampthill said 
nurses’ work was essentially women’s work, and, 
highly organized as it was now, he was not quite sure 
that nurses did not require some of those qualities 
which used to be thought only essential to the 
Occupations of men—courage, fortitude, endurance, 
and self-reliance. Nursing was a noble and inspiring 
profession. Nurses owed a duty to their profession. 
Each owed a duty to all the rest. When they finished 
their training they went out into the world, and 
many of them would find themselves in positions of 
considerable independence, and they might forget that 
they belonged to a great calling. In these circum- 
stances the nurse’s position was like that of a sentry 
or the look-out man in the bows of a ship, upon 
whom the safety and welfare of their fellows 
depended. It seemed to him that the nursing pro- 
fession required still further organizing. They needed 
the protection of the law in the same way that other 
professions needed that protection. Every one of 
them was naturally anxious that nothing should be 
done to discredit it, and the only way to preserve the 
honour of any profession was to ensure that none 
but those who were worthy should be able to call 
themselves of it. That was the first thing. Secondly, 
they had very properly a feeling of self-interest. 
They wished to preserve to themselves the privileges 
which they had earned by their hard work, self- 
sacrifice, and devotion, and as public-spirited members 
of the community they were anxious that the public 
should not be in any way deceived or misled by people 
who called themselves fully-trained nurses but had 





not taken the trouble to acquire the qualifications. 
All these things could only be secured if they got the 
sanction and protection of the law of the land. Why 
should they not have registration if registration was 
accorded to midwives? Midwives had to get far less 
training than nurses, and, generally speaking, they 
were women of lesser intellectual attainments and of 
lower social standing. They were told that nurses 
did not require to be registered by the State because 
they could not register character, and that the only 
qualification that was required for a good nurse was 
a pleasing character. The Jadies who had been 
working so hard for the prizes he had presented knew 
better than that. They knew that efficiency in their 
profession was not simply a matter of character, and 
that there was a great deal which they had to learn. 
He asked them to think over that question, and to 
remember that as members of a noble calling each 
owed a duty to herself and to one another. They 
should make themselves thoroughly acquainted with 
it,and make up their minds whether they thought it 
necessary or not necessary. If they left it to others 
to settle for them, he thought they would be failing in 
their duty as members of their profession, and as 
associates in a great calling. 

After Mrs. Kerr, one of the managers, had said a few 
words, Mr. W. B. Blaikie, another of the managers, 
moved a vote of thanks to Lord Ampthill. It was, he 
said, a great satisfaction to him to know that they had 
added a new nurses’ home to the institution, that they 
had increased the dining-room accommodation, and 
that on last pay day for the first time the nurses took 
the whole of their pay home with them, and that 
there had been instituted a pension scheme, inade- 
quate to the services of the profession, but less 
inadequate than any pension hitherto given to the 
nurses. 

The Lord Provost was thanked for presiding. 


New Clinical Laboratory at the Royal Infirmary. 

Considerably over a year ago it was stated in these 
columns that a generous and unknown donor had 
offered to place in the hands of Dr. George A. Gibson 
a sum of money sufficient to equip a clinical medicine 
laboratory in the Royal Infirmary of Edinburgh. 
After innumerable difficulties and prolonged delay 
the laboratory is now an accomplished fact. The 
laboratory will be formally opened by Sir Clifford 
Allbutt, K.C.B., Regius Professor of Physic in the 
University of Cambridge. The managers of the 
Royal Infirmary placed two rooms at the disposal of 
the trustees of the laboratory. These are conveniently 
situated near the main corridor in the medical part of 
the infirmary. Hitherto only the laboratories of the 


+ University and Royal College of Physicians here 


possessed the necessary appliances for carrying out 
advanced scientific methods of research, and patients 
who were very ill could not be taken from the wards 
to these laboratories. It was therefore highly de- 
sirable that patients under treatment in the Royal 
Infirmary should reap the full benefit of the newer 
methods of research, and that students should have 
opportunity of making themselves conversant with 
these new methods of investigation. The New Clinical 
Medicine Laboratory has been equipped with the most 
modern appliances for the examination of patients, 
and provision has been made for the addition of any 
new apparatus that is likely to prove useful in the 
study and relief of medical diseases. Since laboratories 
already exist in which chemical and bacteriological 
investigations can be carried out, the trustees have 
not provided further facilities for such research, but 
have confined themselves to lines of inquiry which 
necessitate the actual presence of the patient in the 
laboratory. Amongst the apparatus already in the 
rooms, & very sensitive recording galvanometer, which 
registers the electric currents produced by each beat 
of the heart, attracts special attention. It has, in the 
hands of Einthoven and other observers, thrown light 
on a group of heart conditions whose mechanism was 
previously obscure, and has thereby led to much 
greater success in their treatment. Another instru- 
ment, involving similar principles in its construc- 
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tion, is provided for the study of small changes in 
electric potential in living organs, and its use 
is expected to help to a clearer appreciation of 
the changes which occur in them. There are also 
various instruments for the study of blood pressure, 
some being available for use at the bedside, and 
others calling for the presence of the patient in the 
laboratory. There are also several forms of kymo.- 
graph for the registration of pulsations and other 
movements that cannot be studied accurately save by 
graphic methods. One room is entirely devoted to 
such methods. The second room is given up to 
electrical apparatus. There is a powerful installation 
for the screen examination by « rays of various 
internal diseases. Important features of this installa- 
tion are the elaborate precautions to guard the patient 
and the observers from any possible injury by exposure 
to the powerful radiations, and the appliances for 
moving the patient into convenient positions for 
examination with the least possible fatigue and dis- 
comfort. A dark room is a further part of the 
equipment. In addition to these provisions for 
laboratory work, the trustees have supplied for 
use in the clinical medicine theatre an elaborate 
Leitz projection lantern, which can be _ used 
to demonstrate microscopic specimens, solid objects, 
and diagrams, or printed matter, as well as ordi- 
nary lantern slides. In this, as well as in the 
arrangements of the laboratory itself, they have been 
mindful of the needs of medical students, on whom 
the reputation of the Edinburgh Medical Schools and 
Royal Infirmary so largely depends. The laboratory 
will be under the charge of the junior assistant 
physician for the time being (now Dr. Matthew) and 
an assistant. The Carnegie Trust has undertaken to 
provide £100 a year for the payment of the latter. 
The trustees of the new laboratory are Sir Thomas R. 
Fraser, Dr. George A. Gibson, and Dr. Harry Rainy, 


New Appointments at the Royal Infirmary. 

At the weekly meeting of the managers of the Royal 
Infirmary of Edinburgh, on Monday, October 10th, the 
following gentlemen were appointed clinical tutors for 
the current winter and ensuing summer sessions: 
D. P. D. Wilkie, F.R.C.S.E., to Professor Caird; Lewis 
Beesly, F.R.C.S E., to Mr. Hodsdon; W. G. Porter, B.Sc., 
F.R.C.S.E., to Dr. Logan Turner. 

The following appointments were made as from 
October lst: Duncan M. Morrison, M.B., Ch.B., non- 
resident house surgeon, to Dr. Malcolm Farquharson ; 
and H. J. Dunbar, M.D., clinical assistant to Dr. George 
Lovell Gulland in the medical waiting room. 


GLASGOW. 
Tribute to Sir Hector C. Cameron. 

At the meeting of the Glasgow University Court, 
held on October 6th, the Court, on the motion of 
Principal Sir Donald MacAlister, passed a minute with 
reference to the resignation by Sir Hector Cameron of 
the Chair of Clinical Surgery in the following terms: 

The members of the Court, on the resignation by Sir Hector 
Clare Cameron of the Chair of Clinical Surgery, desire to 
express to him, as their colleague, their cordial recognition of 
the distinguished manner in which since 1900 he has fulfilled 
his duties as a professor of the University. By his skill as a 
surgeon and his power as an exponent of surgical principles he 
has increased the reputation of Glasgow as a centre of medical 
science and professional training. The Court has also had the 
advantage during various periods of office from 1889 onwards of 
his co-operation in the government of the University, and it 
values highly the share he has taken and still takes in its 
deliberations. His colleagues have no doubt that, though freed 
from the educational responsibilities of his Chair, he will con- 
tinue to further the cause of surgical science, and to enforce 
and apply the beneficent teachings of his illustrious master and 
friend, Lord Lister. 

Principal Sir Donald MacAlister left Glasgow on 
October 6th for Berlin, where he represented the 
Senate of Glasgow University at the centenary cele- 
bration of the Berlin University. He also represented 
the country, as President of the General Medical 
Council, at the meeting of the International Com- 
mittee for the Extension of Post-Graduate Medical 
Instruction. 

The ordinance of Glasgow University Court of 
July 7th, 1910, containing the regulations for degrees 











in medicine, was issued as a parliamentary paper on 
September 6th. 


The Medical Faculty and Medical Women. 

At the monthly meeting of the Royal Faculty of 
Physicians and Surgeons of Glasgow, held on October 
Srd, it was resolved to admit women to the Fellowship 
of the Faculty on the same terms as men. 


The Motor Ambulance Question. 

The motoring correspondent of the Glasgow Herald 
traverses in the weekly review of motoring and 
engineering in that newspaper the statements as to 
motor ambulances made by Sir George Beatson at the 
conference of the British Hospitals Association. at 
the discussion on motor vehicles for ambulance pur- 
poses, Sir George Beatson, ex-chairman, and Mr, N, 
Paton Brown, present chairman of St. Andrew’s 
Ambulance Association, referred to the experience of 
that association with regard to motor vehicles, which 
was most unsatisfactory. The St. Andrew’s Ambulance 
Association, whatever the cause, has been much less 
fortunate than public bodies in many other places, 
or even in Glasgow, where, in the corporation 
fire department, a clean sweep is being made of 
the horse-drawn fire engines, and a whole flect of 
motor vehicles substituted. This change is based on 
the saving effected, both in time and money, and the 
much greater efficiency secured after an experience of 
several years of these vehicles. The Herald corre- 
spondent states that some three or four years ago, 
when the motor ambulance was supplied to the asso- 
ciation, it was strongly advised to get a _ skilled 
motor-car engineer to drive it, but it preferred less 
expert and less expensive service. It is not possible 
now to verify this statement, as the chief actors on 
the maker’s side are dead or in America, and whether 
neglect of his advice has caused the trouble cannot 
be decided. But it is claimed that from the figures 
given as to the cost of running thers must be some- 
thing radically wrong either with the machine or the 
way itis run, as the figures are quite abnormal. In any 
case, generalization cannot fairly be made from a single 
instance. The controversy is exciting some comment 
among practical motorists. The Corporation of 
Glasgow Health Department has just ordered a motor 
ambulance for diphtheria cases requiring removal, and 
some figures as to running on Glasgow streets will 
eventually be available for a fair comparison. 


Hostel for Senior Medical Students. 

We are glad to know that a hostel for senior medical 
students is to be opened near the University and 
Western Infirmary on October 17th. It is situated at 
9, University Avenue, and is in telephonic communi- 
cation with the Western Infirmary, so that the students 
can be communicated with and get the advantage of 
seeing urgent medical and surgical cases, and in this 
way add to their practical experience. The charge 
for residence is £1 1s. per week. 


DUMBARTON COUNTY COUNCIL AND QUACK MEDICINES, 
At a meeting of Dumbarton County Council, held at 
Dumbarton on October 3rd, Mr. Alex. Wylie of Cordale 
referred to patent medicines, which, he said, were 
inflicting a great amount of injury on the health, 
life, and morals of the community. The trade in 
them fiourished to a large extent by advertisements 
being allowed to disfigure the highways and railway 
stations, and, in addition, interspersing copiously the 
current literature, including, he was sorry to say, 
many religious publications. It had been found by 
the British Medical Association that not only were 
exorbitant prices charged, but that there were a 
great many deleterious materials in these remedies. 
In some cases the prices charged were 1,400 times as 
much as the cost of the ingredients, and the trade 
was largely increasing. When he was in Parliament 
he had intended to move in this matter, but was told 
that very likely the Government would take steps. 
This, however, it would not do unless considerable pres- 
sure were put on it. In this connexion Great Britain 
was far behind other countries, as there was complete 
prohibition in Denmark, Norway, and Sweden, and great 
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restriction in Germany, Austria, Italy, and some of 
our own colonies—for example, Canada. Under the 
Food and Drugs Acts they were compelled to prosecute 
poor hard-working farmers for having a small excess 
of water in their milk, sometimes through natural 
causes, while the wealthy, luxurious patent medicine 
vendor, who was making his ill-gotten thousands by 
deliberate fraudulent representations, was not touched. 
He moved that the County Council take steps to impress 
upon the Government the urgent necessity for amend- 
ing the Food and Drugs Acts so as to include restric- 
tions on the trade in secret remedies, and, this 
motion being unanimously carried, it was decided 
to communicate it to the Local Government Board 
and to the Association of County Councils. 


SCHOOL SANITATION IN LEWIS. 

A statement has been forwarded to the Secretary for 
Scotland on behalf of the Council of the Educational 
Institute of Scotland, dealing with the recent reports 
on education in the island of Lewis. Much of the 
matter in these reports, and in this statement founded 
upon them, is of little interest to medical men; but 
the question of the sanitation and water supply is 
referred to, and the practice apparently approved by 
the local medical officers. The institute is a powerful 
organization with a roll of 13,000, to whose efforts both 
education and its teachers owe a good deal. It has 
always strived to raise the efficiency of the education 
and of the teachers, and to ensure the provision of 
healthy schools ; its report will, therefore, receive due 
consideration. The institute appointed a commission 
of its own members to visit the island and report 
on the educational condition, and in this report the 
findings were that the existing system of managing the 
schools was unsatisfactory and the staffing and salaries 
inadequate; that in almost every case the condition 
of school buildings as regards cleaning, water supply, 
sanitation, and disinfection was bad, and in some cases 
even dangerous. This was submitted to the Secretary 
for Scotland on July 26th, and the local school boards 
prepared a memorandum in reply controverting the 
damaging statements of the commissioners. To this 
memorandum the institute has again prepared a reply 
now submitted as a statement. This statement deals 
with numerous educational and administrative details, 
but the concluding portion of it is devoted to sanitary 
affairs. The statement claims that the commissioners, 
from their knowledge of school buildings and equip- 
ment, and from their experience in the work of adminis- 
tration, not to mention their possession of the senses 
of sight and smell, are quite as well qualified as 
the medical officers of Barvas, Lochs, and Uig to 
judge of the efficiency of the sanitary arrangements of 
schools. The statement of the three medical officers 
as evidence of effective sanitation was that “ last 
year every school was treated at least once with cyllin, 
and this year and in future all will be so treated.” 
The institute points out that the Departmental 
Memorandum on the Cleaning of Schools demands 
regular weekly, and in some matters daily, use of 
disinfectants ; “ the medical officers of Barvas, Lochs, 
and Uig are satisfied with an annual application. 
Need more be said.” The institute insists that as a 
rule school premises were only brush cleaned and 
floors seldom washed. ‘At the visit of the commis- 
sioners there was visual evidence to this effect.” As 
to the sanitary condition the institute “ would gladly 
welcome further investigation by an independent 
commissioner, to whom it would be prepared to sub- 
mit all documents, including signed statements by all 
the head teachers (except one) in the three parishes.” 
The statement concludes: 

In conclusion the institute would assure your lordship that 
its action in the matter of the island of Lewis was intended 
wholly to increase the efficiency of education, and to improve 
materially the position of both teachers and pupils. It there- 
fore trusts that your lordship will take such action as will 
secure these ends. 

In view of its dealings with those in authority in 
the island of Lewis and adjoining islands, and of 
the report on the sanitary affairs in the island by the 
medical officer of the Local Government Board a few 
years ago, it is probable that the independent report 








suggested will be ordered either by the Secretary 
for Scotland or the Local Government Board. It is to 
be hoped in the interest of the children, and of the 
medical officers involved, that a thorough investiga- 
tion into the whole conditions will be instituted 
without delay. 


AYR COUNTY COUNCIL AND ITS MEDICAL OFFICER. 

A discussion arose at the meeting of the Ayr 
County Council on October 5th in connexion with the 
work of the county medical officer of health. A 
motion was made to reconsider the terms of the 
appointment. Dr. Macdonald was appointed in 1891 
ata salary of £450, which was increased to £500 two 
years later, and to £600 in 1902. Since then he has 
been appointed medical officer to a number of burghs 
within the county, the emoluments of which amount 
to another £100 per annum, and now the Education 
Committee has appointed him superintendent of the 
medical inspectors of schools at an additional salary 
of £100. There is no complaint whatever as to 
Dr. Macdonald’s administration of his office, but the 
mover of the motion wished a decision that there 
should be some finality about the number of appoint- 
ments which the medical officer could accept. Jt was 
pointed out during the discussion that in each case 
the County Council and the Local Government Board 
had given consent to the appointment before it was 
accepted by the medical officer, but the motion to 
reconsider the matter was carried by a majority. 


PRESENTATION TO DR. TAYLOR, KEITH. 

On October 5th Dr. Taylor of Keith was the recipient 
of handsome gifts from friends and patients. These 
gifts consisted of a motor car for Dr. Taylor, and a 
pair of silver candlesticks and gong for Mrs. Taylor. 


MEDICAL INSPECTOR OF SCHOOLS FOR 
KIRKCUDBRIGHT. 

Dr. D. Johnston, Ipswich, has been appointed 
school medical officer for the county. Dr. Johnston is 
at present assistant medical officer of health and 
medical inspector of school children at Ipswich. 





{FROM OUR SPECIAL CORRESPONDENTS.) 





ROYAL VETERINARY COLLEGE OF IRELAND. 
THERE was a large attendance at the opening of the 
eleventh session of the Irish Veterinary College, over 
which Sir Christopher Nixon presided, a few days ago 
in Dublin. In opening the proceedings the Chairman 
stated that during the six years that the college had 
been conducting examinations 96 pupils had been 
passed, and every one of these had been successful 
in obtaining appointments. Some of their students 
had been appointed to important posts in South 
Africa, and at home eight of their graduates were 
working under the Department of Agriculture. The 
establishment of veterinary dispensaries throughout 
the congested district would open up fresh oppor- 
tunities for employment, and already six out of 
sixteen officers appointed had been educated in the 
college. He hoped that in future the Department of 
Agriculture would recognize the courses of instruc- 
tion given by the Veterinary College for the purpose 
of grants under the regulations for the conduct of 
technical schools. After Sir Christopher Nixon's 
remarks, the prizes for the past session were dis- 
tributed by Professor Mettam, and Professor 
McWeeney delivered an address on the tendencies of 
modern research. The proceedings then terminated. 


FATAL CYCLING ACCIDENT. 
Much sympathy is felt with the relatives of Dr. 
P. J. Smith, of Stamullen, who was killed as a result 
of a fall from his bicycle on October lst. Dr. Smith 


was cycling home in the dark, after attending to a 
call, and apparently mistaking the way at the corner 
of a by-road, ran into a wall, and, falling, was instantly 
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killed owing to a fracture dislocation of the neck. Dr. 
Smith had been for many years dispensary medical 
officer for the district of Stamullen. 


LUNACY IN IRELAND. 

The {ifty-ninth report of the inspectors of lunatics 
for Ireland for the year 1909 shows that the certified 
insane on January lst, 1910, numbered 24,144, and on 
January lst, 1909, 23,931, giving an increase for the 
year of 213, which is identical with the increase for 
the previous year, but is 150 less than the average 
increase for the previous ten years. These figures 
relate to the actual numbers of the insane under care, 
but do not include the insane wandering at large. The 
insane at the end of 1909 were distributed as follows: 
In district and auxiliary asylums, 20,270; in the 
Criminal Lunatic Asylum, Dundrum, 174; in private 
asylums, 901; in workhouses, 2655; and Chancery 
patients, 144. An increase took place during the year 
in all classes of institutions except workhouses, in 
which the numbers decreased by 68. A similar 
decrease has been steadily taking place for several 
years past, the percentage number confined in work- 
houses having declined from 27 per cent. in 1880 to 11 
per cent. in 1909. 


Proportion of Insane to General Population. 

A table is furnished under this heading showing that 
the number of insane under care has increased from 
250 per 100,000 of the population in 1880 to 552 per 
100,000 estimated population in 1909. These figures 
probably include about 85 per cent. of all the insane in 
Ireland, as at the last census it was estimated that 
about 15 per cent. of the total insane were unregistered. 
It is satisfactory to note that for the past four years 
the rate of increase has been only 5 per annum, 
whereas the average rate during the twenty years 
included in the table was over 10 per annum. During 
the same period the total population has diminished 


. by about 830,000. As already stated, the insane in 


Ireland are distributed over district and auxiliary 
asylums, the criminal lunatic asylum, private asylums, 
and in unlicensed houses as Chancery patients. The 
statistical information concerning these separate 
classes does not follow one uniform plan, and it is there- 
fore necessary to deal with these classes separately. 


District and Auxiliary Asylums. 

On December 31st, 1909, there were in these institu- 
tions 20,270 patients, including 10,937 males and 9 333 
females. This shows a total increase of 232 persons 
during the year. The relative proportion of males to 
females (54 per cent. and 46 per cent. respectively) is 
about the same as during the last twenty years. 
Analysis of the returns from individual asylums shows 
that male lunatics are proportionately more numerous 
in rural districts and female lunatics in urban 
districts. 

Admissions.—These numbered 3,601 during the year, 
a decrease of 197 from the previous year. Of these 
2,842 were admitted for the first time; while 759 had 
previously been under care. The recovery-rate per 
100 admissions was 38.4. The admissions were classi- 
fied according to the forms of mental disorder into: 
Mania of all kinds, 1,733; melancholia of all kinds, 
1,323; dementia, primary, secondary, senile, and 
organic, 201; general paralysis of the insane, 55; 
epileptic insanity, 118; congenital mental deficiency, 
155; insanity doubtful, 16. Heredity was returned as 
a probable cause in 27 per cent. of the admissions, or 
973 cases in all; alcoholic excess in 336 cases, of which 
273 were males; while in 754 cases no definite cause 
could be assigned. Other stated causes were: Venereal 
disease, 47; pregnancy and the puerperium, 47; 
puberty and the climacteric, 86; old age, 119; previous 
attacks, 343; various diseases, 208. 

Discharges and Deaths.—The total number of 
patients discharged during the year was 1,817, of 
which 1,382 were discharged as recovered. The pro- 
portion of recoveries to the daily average number 
of residents was 6.8 per cent. y far the greater 
number of recoveries was in patients who had been 
in confinement for a period less than twelve months. 
These totalled 1,125; 119 recoveries occurred in cases 





ere 


in confinement over one year und under two years, 
while one case was discharged recovered after a 
residence of over forty years. During the year 
1,542 patients died, giving a deathrate on the 
average number resident of 7.6; 2 of the deaths 
were by suicide, and 4 resulted from misadventure 
Of the total deaths, 446 were due to cerebro-spinal 
diseases, including 79 from general paralysis; 350, or 
22.7 per cent. of the total, were due to phthisis; 
377 were due to thoracic diseases other than phthisis, 
42 to abdominal diseases, and 268 to general diseases, 
including 114 from senile decay. 

Average Cost.—The average cost per patient per 
annum, less loan repayments, receipts from miscel- 
laneous sources, and receipts on behalf of paying 
patients, was for district asylums £22 11s. 11d., and for 
Youghal Auxiliary Asylum £14 1s.,showing an increase 
of 4s. per head for the district asylums, and a reduc. 
tion of 2ls. per head for the auxiliary asylum. A total 
profit of £14,532 12s. 3id. was made on the working of 
the asylum farms during the year. 

Superannuation Act.—During the year the Asylums 
Officers’ Superannuation Act came into operation. 
This Act entitles asylum officials in the future to 
superannuation and other allowances, and at the 
same time calls upon the officials to make a contribu- 
tion towards their pensions. The officials are to be 
divided into two classes--the first consisting of all 
established officers and servants who have the charge 
of patients in the usual course of their employment, 
and the second class to include all other established 
officers and servants. Those of the first class are 
entitled to a superannuation allowance after twenty 
years’ service and if not less than 55 years of age, 
at the rate of one-fiftieth of their salary for each 
completed year of service. Those of the second class 
receive a superanuation allowance in similar circum. 
stances, except that the pensionable age limit is raised 
to 60 years, and the rate is one-sixtieth for each year 
of service. 


State Criminal Lunatic Asylum, Dundrum. 

The number of patients resident in Dundrum 
Asylum at the end of 1909 was 174, an increase of 6 
over the previous year. Twenty-one cases were 
admitted, 13 were discharged, and 2 died. Of the 21 
admissions, 8 were found insane on arraignment; 
7 were acquitted of the offences with which they were 
charged, on the ground of insanity, or were found 
guilty but insane when the offences were committed ; 
6 became insane while undergoing sentences, and were 
transferred to the asylum. Seven of the admitted 
patients were classified as suffering from mania ; 
2 from melancholia; 6 from dementia; 1 from general 
paralysis ; 1 from idiocy; and 4 doubtful or not insane. 
The offences with which they were charged included 
9 cases of murder or manslaughter, and 2 of attempted 
suicide. Only one admitted patient was well educated ; 
3 could read and write well; and 15 could read and 
write indifferently. Of the 13 patients discharged 10 
were transferred to district asylums, and 3 were 
liberated or given up to care of friends. The average 
cost of maintenance per patient was £41 5s. 6d. : 


Persons of Unsound Mind in Irish Workhouses. 

On January lst, 1910, the pauper lunatics in Irish 
workhouses, exclusive of those boarded out under 
contract between the committees of district asylums 
and the Poor Law guardians, numbered 2,655, in- 
cluding 1,014 males and 1,641 females. This number 
shows a decrease of 68 as compared with the previous 
year. In addition, 94 cases were boarded out as above 
indicated. The report calls attention under this 
heading to the need of special accommodation for 
pauper idiot and imbecile children, whereby they 
could be removed from the contaminating influence 
of association with the adult lunatics in asylums 
or with the pauper inmates of workhouses. 


Private Asylums. 

In Ireland accommodation for the insane who are 
able to contribute towards their maintenance is pro- 
vided in licensed houses, of which there are twelve; 
in lunatic hospitals not kept for profit, of which there 
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are four; and a certain number are received into district 
asylums. On January lst, 1910, there were 901 patients 
in licensed houses and lunatic hospitals—an increase 
of 38 on the previous year. Admissions numbered 
258; 176 were discharged, and 44 died. The admissions 
were classified according to the forms of mental 
disorder into: Mania of all kinds, 102; melancholia of 
all kinds, 107; dementia, 20; general paralysis, 1; 
epileptic insanity, 3; congenital insanity, 24; not 
insane, 1. Hereditary influence was assigned as the 
cause in 133 cases, and alcoholic excess in 79 of the 
total number of cases under treatment during the 
year. The percentage of recovery on admissions was 
34.5, a8 compared with 29.7 in the previous year. All 
the deaths were due to natural causes, but no 
statistics are furnished as to the actual cause in 
each case. 


BELFAST. 
King Edward Memorial. 

The sum for this project now amounts to close on 
£13,000, and its success is practically assured. A new 
block with special vaccine and electrical departments 
and some residential rooms in the upper stories is 
to be added to the Royal Victoria Hospital. 


Public Health Action. 

At a special meeting of the City Corporation held on 
October 6th, an omnibus bill was discussed, amended, 
and passed. Among its many clauses are several 
important hygienic measures which comprise by-laws 
preventing undue exposure of articles of food or 
drink; insuring officers in the infectious diseases 
hospital; obtaining from registrars of births and 
deaths returns of deaths registered by them; pro- 
viding that rundlets, baskets, etc., used for the con- 
veyance of food shall not be carried in carts used for 
the conveyance of manure; enforcing that no house 
shall be let to two or more tenants unless and until 
separate sanitary accommodation is provided to the 
satisfaction of the sanitary authority; restricting the 
collection of shellfish on the shores of the Lough ; 
granting similar powers as regards private slaughter- 
kouses as the council have with respect to public 
slaughterhouses. The most vexed question is that of 
double tenancies, as political issues have been intro- 
duced into it; the revising barristers have animad- 
verted on this problem, and test cases have been taken 
before the higher courts by the City Council and 
lost. It is sincerely hoped that legislation may be 
— which will tend to bring an end to an old 
scandal. 


Whitehouse New Sewerage Works. 

These works were opened on October 4th. They 
consist of the modern bacterial systems, sedimenta- 
tion tanks, and automatic sprinklers. Formerly there 
was no proper sewerage scheme for this large area on 
the north side of the Lough; now an excellent filtered 
water of a high degree of purity is finally discharged 
into the river at its outfall into the sea. The measure 
should help to lessen the pollution of the Lough, 
which forms such a serious problem to the health 
authorities of Belfast. The total cost is £9,850. 


MEDICAL OFFICER'S REPORT. 

Dr. Bailie has recently issued his report on the 
health of Belfast for 1909. It is a volume of 222 pages 
with an index of five pages, and numerous maps, 
diagrams, charts, and tables of statistics. 


Vital Statistics. 

The population is estimated at 386,576, the birth-rate 
28.2, and the death-rate 18.2, For comparison, Dr. 
Bailie gives the population, as estimated by the 
English method of calculation, as 427,458, and conse- 
quently the death-rate as 16.4—it is not often that the 
Irish understate their case; the birth-rate is 1.5 
below that of 1908, and 29 below that for the ten years 
1899 to 1908. The death-rate is likewise 13 below 
that of the previous year, and 2.6 below the average 
rate for the same decennium. eked : 

On examining the causes of death, it is very satis- 
factory to note that amongst zymotic diseases, in all 





but whooping-cough, there is a decrease; the deaths 
from cancer have risen from 281 in 1908 to 298, and 
this is the fourth consecutive year in which an 
increase has been recorded. As in previous reports, 
a large number of deaths pass without note, the 
cause unaccounted for; of 3,026 deaths, no information 
is obtainable—the usual apologetic sentence appears: 

This isa matter for much regret, but is still receiving the 
earnest consideration of the Public Health Committee, and 
hopes are entertained that arrangements proposed to be made 
with the registrars will give a Jarge amount of the informa- 
tion required pending legislation on this much desired reform. 
A very similar sentence appeared in the Health Report 
for 1899, and probably in many previous years, and 
has since appeared in every consecutive report. 


Typhoid Fever. 

Undoubtedly the most satisfactory pages in the 
whole report are those dealing with typhoid fever. Only 
90 cases were notified, and this is a great reduction 
from 842 in 1903—a number which pretty steadily fell 
to 274 in 1908. Commendable activity has been shown 
in making inquiries as to the cause in each individual 
case, and in the increased number of those where 
sufficient home isolation and nursing could not be 
obtained, who were removed to hospital. Dr. Bailie 
was able to trace a number to the milk supply, and 
again insists on the absolute necessity of a supervision 
of the city’s milk supply by the sanitary officers. The 
number of deaths from typhoid that have occurred in 
the last four years is 249 (90, 82, 57, 20); the number 
in the preceding four years was 544, and in the four 
years preceding that was 1,505; the death-rate for 1909 
per 10,000 was 0.5, which is one-third of the minimum 
death-rate from typhoid ever published in any pre- 
ceding year, and yet grave fault was found with those 
who ventured to say, four years ago, that publie 
hygiene was not as it should be, and that the condition 
of Belfast as regards typhoid was a scandal. The 
mortality-rate was 22 per cent. of those attacked ; this 
is undoubtedly too high, and points to the non- 
registration of cases. 


Whooping cough and Measles. 

Dr. Bailie draws noteworthy attention to the neglect 
of whooping cough and measles as causes of mortality ; 
213 deaths occurred from the former and 186 from the 
latter. Many of these deaths, he says, would be quite 
preventable if due care were taken. Parents cannot 
be induced to take precautions, and both diseases are 
infectious long before they are recognized. He 
advocates, as methods for combating the disease, the 
immediate isolation of all cases, the exclusion of all 
contacts from schools, and cautioning parents against 
allowing infected children to play with others. 


Tuberculosis. 

The record of tuberculosis is also eatisfactory. The 
number of deaths was 811—the lowest on record. The 
decline has been steady from 1904, when it reached 
1,120; the death-rate—2.1—is also a record for Belfast, 
although still high for English towns. The causes of 
this decline are probably numerous—for example, the 
distribution of circulars in national schools and 
factories and workshops; the work of the Women’s 
National Health Association and their nurses; the 
enlargement of the Forster Green Hospital, and, 
probably most important of all, the establishment of 
the Poor-Law Sanatorium at Whiteabbey, with over 


200 beds. 
Infant Mortality. 

The deaths of children under 1 year number 1,510, 
or 139 per 1,000; this is high, and undoubtedly indi- 
cates a deplorable waste of infant life. Out of seventy- 
six great towns of England and Wales, only ten are 
higher, and it is hoped that the establishment of. 
babies’ clubs, the labours of the health visitors, and 
various other philanthropic and municipal enterprises 
will materially lessen this sad loss of life. 


Bacteriological Examination of Milk. 
Among other matters of great interest dealt with 
may be mentioned the very satisfactory report of 
Professor Symmers on the bacteriological examination 
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of the milk: 158 specimens were examined; in 40 of 
these the sedimented and centrifugalized milk was 
used to inoculate guinea-pigs with the view of deter- 
mining the presence of tubercle. In no case did the 
animals show this infection. Up to June lst, 1910, 
163 guinea-pigs have been inoculated with the Belfast 
milk, and in one case only have tubercle bacilli been 
proved to be present. 


Water Examination. 
The water examinations also showed a very satis- 
factory freedom from coliform bacilli. 


Sweating in Linen Industries. 

Pages 167-170 contain Dr. Bailie’s now much ques- 
tioned report on sweating amongst the local linen 
industries ; some 5,563 visits were paid to the homes 
of out-workers and suitable sanitary measures en- 
forced. Dr. Bailie insists that such underpaid labour 
as the inspector found must inevitably cripple and in 
great part nullify the good effects of any schemes of 
health reform. He draws attention to the anomaly as 
regards the trades listed as notifiable to the local 
authority in the order of the Home Secretary; an out- 
worker sewing a handkerchief has to be inspected, 
while another sewing a sheet is exempt. It is said 
now that much out-work has been stopped, and so the 
workers are worse off than before; still there can be 
no doubt that the rate of wage reported in some cases 
was scandalous. It will be remembered that the 
generality of the offence was promptly denied, and 
the report t:cdified to show that branches of the 
industry were not charged, before it passed the 
Health Committee. 

_ Expenditure. 

As regards expenditure, £70423 seems a large sum 
for this department; of this Purdysburn Fever Hos- 
pital cost £7,846 10s. 2d. As undoubtedly 1909 has 
been one of the most successful years as regards 
public health, one will not cavil as to expense; it will 
‘ be hoped that the other reforms which have been 
advocated now for many years, and either are, or are 
promised to be, taken in hand, will be carried 
through as successfully as the problems of typhoid 
and tuberculosis. 





Special Correspondence. 


| FRANCE. 
Progress in Infantile Hygiene. 

THERE can be no doubt that the number of cases of 
infantile gastro-enteritis has decreased enormously of 
Jate years in France. The most active season for this 
slayer of infants used to be from the middle of July 
to the middle of October, and there is no exaggera- 
tion in saying that fifteen years ago no child brought 
up by hand escaped from its clutches. Not all died, 
but all young children suffered from it at one time or 
another. Nowadays, cases of this disease are few 
and far between. They still occur among children 
who are reared by the mother, but hardly at all 
amongst children put out to nurse. At least, this 
is the case in the part of France which I know 
well, where the inhabitants, both in intelligence 
and in knowledge of hygiene and the art of 
rearing children, may be taken as fair examples of 
the average French citizen in any part of this 
country. (Probably the ravages of the disease are as 
great as ever in places where modern ideas have not 
yet penetrated, as, for example, in some districts of 
Brittany.) To what is this immense change for the 
better due? It is undoubtedly owing to the great 
advances made in the hygienic education of those 
professionally concerned in the bringing up of chil- 
dren. The distinction made in a previous santence 
proves the truth of this. Whilst the nurse is under 


the close supervision of a doctor, listens to his advice 
and is obliged to follow it, the mother, on the other 
hand, calls in the practitioner only in case of actual 
illness. Any advice he may give her offends her sense 





of independence; she avoids following it without any 
punishment for her omission save the tardy one of 
experience. Even now too many women are content 
to remain in their ignorance and apathy, and never 
recognize the doctor’s authority till the event hag 
justified his warnings. 

Among nurses the medical profession has at length 
succeeded in suppressing the chief cause of infantile 
diarrhoea, the rubber-tubed feeding bottle, formerly in 
general use. Its dangers were twofold. First, the 
tube itself was impossible to clean and was very 
seldom renewed, so that the milk fermented in it and 
became infected. In summer, above all, this infection 
was more intense and worked more rapidly. Another, 
and equally dangerous drawback to the rubber tube 
was that it fostered in babies the habit of over- feeding. 
Indeed, it was invented for that purpose, so that the 
child lying in his cradle could feed himself in the 
absence of his mother or his nurse, and the latter 
had no further trouble with him beyond that of 
filling his bottle from time to time. Her care being 
thus confined to one small duty, she devoted all 
the more attention to it, and justified her neglect 
of the child by giving it an _ inexhaustible 
supply of nourishment, and calmed her conscience 
by saying that it must be quite safe and right, since 
the child could feed whenever it wished to do so. 
This system of feeding, however, led inevitably to 
dyspepsia. The child, at first enormous, collapsed in 
a twinkling when his exhausted stomach finally 
rebelled against this systematic stuffing—an event 
which naturally occurred when the arrival of hot 
weather caused the loss of appetite and also changed 
the quality of the milk that was swallowed. The 
suppression of the rubber tube in the feeding bottle 
has thus eliminated two great causes of disease in 
children, and nurses have been forced to devote more 
attention to the proper feeding of the baby. The 
public service of the supervision of nurses in a very 
short space of time obliged them to abandon the use 
of the rubber tube, for disobedience in this respect 
could be punished by the withdrawal of the child from 
their care. On this account, the doctor had to send in 
more regular and frequent reports to the departmental 
authority. Ten years ago the book which the nurse 
had obtained from the mayor was kept by her in her 
own home. The doctor wrote his report on a special 
sheet, and these were only seen once a year, and some- 
times far less frequently, by the departmental in- 
spector in the course of his tour of inspection. 
Nowadays the doctor has to send each month to the 
Préfecture a brief report on a specially printed sheet. 
The nurses, thus placed under more efficient super- 
vision, are more careful in following the advice of the 
doctor and obeying his orders, and coneequently, with 
them at least, infantile hygiene has made considerable 
progress. ; 

The mothers, however, had still to be taken into 
account. At the instigation of Professor Budin an 
effort was made to establish dispensaries where poor 
women could get advice free for their infants. They 
were invited to bring their babies every month to the . 
office of the mayor of their district, where. they could 
obtain both individual advice and collective instruc- 
tion from the doctor of the Service of Protection. This 
enterprise, which was set on foot in a certain number 
of departments, has had variable results. It has 
proved extremely useful in towns where the distances 
are small and where the distribution of sterilized milk 
has helped to attract the mothers. But it has been 
far less successful in country places where the popula- 
tion is scattered, where the commune consists of 
hamlets often separated from each other by consider- 
able distances, and where the road to the mayors 
office may be rendered doubly difficult by the bad 
weather. Finally, it is just the women who stand most 
in need of advice and supervision who, from natural 
carelessness. shame, or vanity, do not go to the con- 
sultations. Will a time come when it will be necessary 
to make this compulsory? I do not know if such a 
measure would be effectual. ; ; 

The practical truth of the matter is that the chief 
hope of progress lies in the private work and personal 
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initiative of the doctors themselves. Many of these, 
particularly in our country places, are at once physi- 
cians, surgeons, and accoucheurs, and such men do 
not think their obstetrical duty ended when they have 
helped the baby into the world. Taking advantage of 
the friendly relations which exist between them and 
their patients, they continue to take an interest in 
“their” children, never hesitate to v'sit them when 
the occasion arises, and, using the authority which 
their disinterestedness imparts, they quietly accom- 
plish the work of the public consultations in the 
intimacy of the home. 

The most difficult part of the doctors’ work lies in 
making themselves thoroughly understood. The 
natural tendency of the public is always to rush from 
one extreme to another. Our denunciations on the 
subject of over-feeding babies made a very great 
impression—so great that quite recently one of our 
leaders. Dr. Variot, was obliged to demonstrate the 
dangers of under-feeding, which now threatens to 
cause evils quite as great, though of a different kind, 
as the former excess in this respect. This shows how 
necessary, in the doctor’s teachings upon this subject, 
it is to insist upon the observation of the happy mean. 





VIENNA. 
Women and Children in Factories.—Reform of the 
Medical Service.—Strike of Physicians. 


A NEW bill, dealing with “social reform,’ has been 
recently introduced into the Legislature. Its object is 
to improve the present condition of the lower classes 
by suppressing some of the rules which now exist 
in regard to work in factories and different trades. 
Amongst other clauses, it contains an interesting one 
concerning the employment of women and children 
in factories. One of the two most important points 
in this reform bill now under consideration is that 
which refers to the treatment of pregnant women. 
The bill stipulates that there should be a sort of 
“close season” for such women, and that no woman 
whilst in this condition should be employed in any 
kind of work (other than household duties) from the 
thirty-eighth week of pregnancy till a fortaight after 
the birth of the child. As all employers are obliged to 
contribute to a sick club (AKrankenkasse), their female 
employees receive a certain amount of pay during 
these four weeks. 1t may be remarked. in parenthesis, 
that of the premium paid weekly or monthly into these 
sick clubs two-thirds are paid by the employees and 
one third by their employer. The other important 
part of this new bill concerns child Jabour. Not only 
is it strictly forbidden to employ any child under 14 
in a factory, but no child may be employed to work ai 
home at any kind of labour which necessitates violent 
muscular exertion or which is at all dangerous in any 
other way. Nochild may work more than six out of 
the twenty-four hours, whilst school children may not 
be employed during school hours. The years from 
14 to 18 are designated “youthful age,” and this 
critical period is the object of special consideration. 
Thus, girls of this age may never be employed in hard 
work for more than eight hours a day, and a rest of a 
clear thirty-six hours a week must be ensured to them. 
There are no stipulations regarding the kind of work 
done by boys at this time of their lives, but their 
employers are bound to give them a rest of sixteen 
out of every twenty-four hours. In order to ensure a 
uniform period of leisure for all shop assistants, an 
* early closing bill” has been introduced and passed. 
This bill renders the closing of all shops at 8 p.m. 
compulsory in this country, and no shop, save such as 
deal in articles of food, which are allowed to start 
business between 5.30 and 6 am., may be opened 
before 8 am. Shopkeepers who employ women 
assistants only are bound to give them one and a half 
hours’ freedom at dinner-time between the hours of 
12 and 2, and the working time of their employees 
must not exceed eleven hours a day. 

The difficulties under which the hospitals of this 
country are labouring arise principally from the way 





in which they are managed. All hospital management 
is undertaken by a corporation zalled the “ Kranken- 
hausfonds,” instituted about 130 years ago, whose 
funds are nowadays quite inadequate to meet the 
enormously increased expenses of a modern hospital. 
As the majority of in-patients at any hospital are too 
poor to pay for their maintenance there, the parish 
from which they come has to do so for them. At 
present the rate of payment is about 2s. a day, though 
each patient costs the hospital about 2s. 6d. The 
difference so far has been partly made up by ths 
higher fees paid by middle-class patients, but in spite 
of this there is always a chronic deficit. In order to 
effect a radical improvement in the financial condi- 
tion of our hospitals, the political party in power at 
present proposes to take over the entire management 
of all charitable institutions, not only in Vienna, but 
in the whole of Lower Austria. To help forward this 
work of reform a loan of 38 million crowns (£1.600,000) 
has been made by this district, and a public health 
tax is to be levied in order to raise more funds. 
The most important part of this change, however, is 
the proposal to put the management of the hospitals 
into the hands of a board of non-medical men, 
elected by the ruling political party. This board 
would possess the power, when a vacancy occurred, 
to choose the hospital physician from amongst the 
doctors recommended by the medical staff of the 
hospital. The net result of this would be nothing 
more nor less than the political control of charitable 
institutions, and therefore the medical profession, as. 
a class, has refused to countenance the scheme. It 
is well known that in all other institutions owned by 
the State the only thing considered in a candidate 
for any post is his political opinions ; and therefore 
the proposed innovation has been definitely declined. 
though the present Government is doing everything 
in its power to bring it about. 

For the first time since the foundation of the 
medical union known as the “ Wirtschaftluhe 
Organization ” the profession has been called upon 
to support its members in a dispute between the 
doctors and the clubs over a question of some 
importance. In a small industrial town near Vienna 
(St. Pélten) the doctors refused to work any longer 
under the terms of the Arankenkasse, and boycotted 
it so effectually that it could obtain no medical assist- 
ance at all. The doctors were quite willing to attend 
the patients of the club at reduced fees, but not on 
behalf of the clubs. The club tried to get belp from 
the police, but with no result. Now the existence of 
such Masse is required by the law of the country, 
and their members were in urgent need of medical 
attention, so after some negotiation the dispute was 
settled, and the managing board of the Kasse agreed 
to recognize the right of the doctor to charge his 
own fees for his attendance upon their members. It 
was decided that 6s. a head should be paid to the 
doctor for every member treated by him, whilst 
all disputes arising between doctors and members 
are to be referred to the Aerztekammer (medical 
council), thus safeguarding the doctor from all 
suspicion of mercenary motives. The successful 
result of this first conflict ought to have a useful 
effect on the future of the medical profession in 


Austria. 


A MEETING of the China Emergency Appeal Committee 
will be held in the Guildhall, London, E.C., on October 
18th, at 4 p.m., when the chair will be taken by Alderman 
Sir Walter Vaughan Morgan, Bart. The object of the 
meeting is to render sympathetic aid through existing 
societies to the Empire of China, now entering upon a new 
era in her history, by (a) the establishment of union 
medical training colleges for Chinese students, (0) the 
providing of union normal training and theological institu- 
tions for the education of Chinese Christian school teachers 
and pastors, and (c) the translation and publication of the 
best Western literature. Addresses will be delivered by 
the chairman, by Mr. S. Lavington Hart, M.S., D.Sc., on 
the opportunity of the educational movement in China ; 
by the Right Reverend the Lord Bishop of London ; by 
Dr. D. D. Main, of Hang chow, on medical education in 
China; and by Sir Robert Laidlow. 
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CONTRACT PRACTICE AND THE MEDICAL 
PROFESSION, 

S1r,—Dr. Bateman, in the Journat of September 24th, 
and Dr. Hawkyard, in the Journat of October 8th, have 
both written excellent letters, and I am sure we agree 
with all their sentiments, at any rate all those of our 
profession who are active members of the British Medical 
Association. 

Many members attend our meetings, giving up a good 
deal of their time planning and working out schemes to 
try and prevent this continued exploitation of medical 
practitioners. A scheme is worked out, a deputation of 
our leading men wait upon the authorities concerned, or 
letters are sent in the name of the local Branch of the 
Association. What happens? Absolutely nothing: and I, 
amongst many others, have lost faith in both deputations 
or letters ever doing any good. Why are we beaten back 
at every turn, and why is it that apparently we can be 
insulted with impunity? Simply because that by our 
disorganization we have no power behind us. The time 
has passed when, with the slightest degree of success, we 
can send a polite letter and beg, as it were, cap in hand, 
that some gross abuse may be remedied. There is no 
other section of the community that even dreams that 
such a method in their own case would be productive of 
the slightest good. Why do we continue to follow such 
foolish and useless methods ? 

What is the remedy? There is only one remedy, and 
that is the formation of a“ trade union” amongst us. I 
use these words “trade union” because they express 
witbout further elaboration exactly what I mean. We 
have all the machinery planted for such a union, and it 
simply needs putting in motion. The British Medical 
Association is the nucleus of the whole scheme, and its 
offices would be the head quarters of our “trade union.” 
A council would be elected by this union, which would 
replace the present General Medical Council. 

Such a scheme would give us enormous power, and 
would make us once more a dignified profession. Our 
troubles could be efficiently and firmly dealt with in one 
quarter of the work and time now spent upon them so 
uselessly. In our local Branches great interest would be 
aroused, and we should be able to do splendid reform 
work. Then there would be far more notice taken of our 
requests written on half a sheet of notepaper and sent to 
the authorities concerned, than is taken now of a begging 
petition presented by a deputation of our most worthy 
members, grovelling in the dust before a committee of 
“Tom, Dick, and Harry.” 

This is the only remedy we have; it will have to come 
to pass, and it is a waste of time to try any other plan. 
Why not do it now, at this most critical time in our 
history? All our difficulties would then be three-quarters 
won already.—I am, etc, 

Liverpool, Oct. 11th. 





A. STantey Parkinson, M.D. 





THE AIR INSIDE A MOSQUITO NET. 

Str,—There is no trustworthy evidence which proves 
that the organic impurities found in traces in the air of 
rooms occupied by men have any harmful effect. The 
evil smell of a close atmosphere undoubtedly is depressing 
to one who enters in and smells it, but the occupant of 
such a close atmosphere does not continue to smellit. The 
whole ideas of our ventilation systems are based on one 
ideal—chemical purity of the air. Physiologists who have 
studied this matter recognize that 05 to 1 per cent. more 
CO, and less O: in the air breathed is of no importance 
and cannot be sensed. The whole discomfort of ordinary 
close atmospheres (unvitiated, of course, by CO. or any 
such dangerous impurity) is due to the strain of the 
heat-regulating mechanisms of the body. A close 
atmosphere is hot and moist and windless. The 
discomfort, as I have recently shown in my labora- 
tory, is entirely removed by whirling the stagnant, 
warm air by means of fans, even when the CO, in 
the experimental chamber has risen 4 to 5 per cent., the 
wet bulb temperature being 85° F. In a crowded room 
the stationary warm moist air means diminished loss of 





heat by evaporation, convection, and radiation; this 
entails more blood in the skin, a quicker pulse, sensible 
perspiration, and depressing cutaneous sensations. Whirl- 
ing the air immediately increases the heat loss by evapora- 
tion and convection, and makes one comfortable. 

If one goes into my airtight chamber, and by means of 
the electric stove raises the temperature to 85° F. (wet 
bulb), the discomfort so induced is completely relieved by 
putting on the fan. The letting loose of CO, from a bag, 
enough to raise the percentage by 2 per cent., cannot be 
sensed ; and although it increased the depth of respiration 
it contributes nothing to the discomfort. 

The whole influence of open-air treatment, in my 
opinion, depends on its effects on body temperature. 
The moving cool air continually braces the cutaneous 
circulation, makes us active to keep warm, makes our 
metabolism greater, and makes us eat more. The 
greater muscular activity increases the vigour of the 
circulation, for our muscles help to pump the blood 
round. It increases the respiration, the intake of 
oxygen, and output of CO.. The whole body lives at 
a higher plane. The result is an increase of the im- 
munizing power of the blood and increased resistance 
to infection. 

Chemical purity of the air is desirable on bacterio- 
logical grounds to lessen the chance of infection by 
massive doses of pathogenic bacteria. Still more im- 
portant is the provision of cool moving air which main- 
tains our bodily vigour and immunity.—I am, etc., 

LEoNARD Hitt, 

London Hospital Medical.College, Oct. 11th. 


S1r,—With reference to Dr. G. Duncan Whyte’s remarks 
on the subject in the Journat of October 1st, it would be 
interesting to know the following: 

1. What is a coarse net of native make in China? 

2. Was the series of analyses on a ground or top floor? 

3. What were the surroundings of the building like? 

In India there are three kinds of mosquito nets or 
curtains: (a) Coarse netting with meshes around the top 
of mulmul to prevent insects, bits of plaster from the 
ceiling, rats and snakes from falling into bed at night. 
The border of the net where it reaches the floor has a hem 
of the same material (about a foot broad) to tuck under the 
mattress. (b) C£ mulmul or muslin throughout. (c) Of 
dusooti (coarse duster cloth). (a) will keep out mosquitos, 
but not Simulidae or Psychodidae ; (2) and (c) will keep out 
the former and the latter. 

I rather think that Dr. Duncan Whyte’s analyses were 
made within (6) or (c) forms, which do not permit of free 
perflation of air like (a) does. The moister the climate the 
more the damp clings to the cotton material, swelling the 
fibres and rendering perflation of air and the escape of 
impurities difficult. 

Besides this, it is always well in the case of either a 
mosquito room or mosquito nets hung around a bed to 
untie the curtain, dry it, and fold it up daily, or to roll it 
up to the posts where it is securely tied, otherwise day by 
day the damp accumulates, dust gathers and renders it 
useless, while the material rots. 

The two points (2 and 3) regarding the height of the 
floor or the building where the analyses were made and 
the immediate surroundings are important, for obvious 
reasons in tropical countries which are damp and 
malarious, and it is a curious fact, that where a patient 
does not convalesce if under treatment—for fevers particu- 
larly—on a ground floor,a change to a higher floor becomes 
beneficial, while the temperature falls in ashort time. The 
(a) and (b) forms of mosquito nets or curtains are useful ; but 
the (c) is wholly injurious and bad. It is useful to adhere 
to the rule, not only of folding up the curtain daily, but 
putting it up at a particular time also—namely, just before 
sunset—for insect life is astir very soon after, as darkness 
comes on very suddenly in India —I am, etc., 

London, 8.W., Oct. 7th. G. H. Fixx, Major, I.M.S.(Ret.). 





SANATORIUM TREATMENT OF TUBERCULOSIS. 

Sir,—I maintain and always have maintained that 
amongst glood-class patients as good results can be 
obtained by judicious treatment at home as at the various 
open-air sanatoriums. What has to be guarded against is 
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exposure to draughts and damp. Damp air, whether cold 
or warm, has a tendency to lower vitality,and should there- 
fore be avoided. Every one knows when rheumatism, 
pneumonia, bronchitis, pleurisy, etc. mostly prevail. Are 
those who are debilitated by disease able to withstand the 
varying atmospheric conditions better than the healthy ? 
Are they likely to benefit when the healthy suffer? It 
seems to me that we, as a profession, have always been in 
the habit of following, somewhat blindly for a time, 
various forms of treatment which have been brought to 
our notice. 

Once bleeding was indiscriminately resorted to, then 
excessive alcoholic stimulation, then excessive feeding, 
then excessive use of mercury, antimony, etc. Now it 
appears to be indiscriminate exposure to fresh air. After 
all it is only by careful thought and recording of facts 
bef the = treatment of disease can be arrived at 
—I am. etc., 


Bexhill-on-Sea, Oct. 8th. F. P. ATKINSON. 





THE HEARING AFTER “OTECTOMY.” 

S1r,—I would like to add a few words in support of Dr. 
Hill’s excellent letter protesting against the annual 
effusion of Mr. Faulder White. Students will find in the 
Transactions of the Siath International Otological 
Congress, held in London in 1899, some remarks by Mr. 
Faulder White upon p. 105, as well as a communication on 
p. 467. In the former he is stated to have said (and there 
is no reason to believe the report to be inaccurate) that 
“it would bs a subject for regret if an impression were 
created that otologists were against any treatment but 
operative.” In the paper, which was printed and not 
read, he says: 

The principle of my treatment is simple, namely, to purify 
the diseased parts and to arouse the dormant vitality of the 
poisoned tissues. 

And farther on: 

Even when the bone is affected, a1 cure will sometimes 
follow simple irrigation. 

He states that he uses irrigation, by the quart, of silico- 
fluoride of potassium, “a saturated solution diluted with 
from 1 to 6 parts of hot water,” and the reader of the 
paper can only infer. from the way in which it is written, 
that this is his universal remedy : 

Otologists would not denounce the douche if they had the 
opportunity of seeing their patients daily and attending to the 
treatment themselves. 

This remark is in Mr. Faulder White’s usual method of 
controversy, which presupposes an attitude on the part of 
otologists which does not exist, and then tilts at it, as Don 
Quixote fought the windmills. What otologists really do 
denounce is the advocating (apparently) of a universal 
operation or a universal remedy—in other words, a return 
to the empiricism of our forefathers. The communication 
ends thus: 

In spite of the teachings and practice of some otologists, we 
have in antiseptic irrigation the best hope of curing this trouble- 
some disease. The larye majority of cuses will yield to irrigation 
if that be carried out with energy, gentleness, and perseverance. 
The italics are mine. 

In his remarkable work, Infected I’ars, Mr. Faulder 
White states that he has not given up irrigation (p. 13), 
and I owe him an apology for having suggested that he 
had, although his subsequent writings certainly convey 
that impression. Yet the fact that he is now constantly 
advocating what he calls “my operation of otectomy” 
seems somewhat at variance with the finish of his 1599 
paper, from a perusal of which the reader is left with the 
impression that all operative interference is to be con- 
demned. It is significant that the communication contains 
no mention whatever of any permeatal procedure. 

; Now otologists are doing “otectomies” every day, 
aithough we do not call them by so high sounding a 
name. The removal of granulations, the curetting of a 
Carlious spot, the extraction of diseased ossicles or the 
outer attic wall, are all “cuttings out” from the ear. 
Moreover, otologists have been doing these small manipu- 
lations ever since otology began. Therefore, Mr. Faulder 
White has no more claim to be the inventor of “ my opera- 
tion of otectomy ” than be has to the discovery of the 
North Pole. In fact, to use another icy simile, his claim 
to “otectomy” as a new operation, done exclusively by 





himself and ignored by otologists, is like selling frozen 
mammoth as fresh meat. Where Mr. Faulder White does 
stand alone is in his ruthless scraping out of the 
tympanic cavity through the meatus, “a method con- 
demned by all modern otologists as contrary to the 
elementary canons of surgery,” as Dr. Milligan has 
admirably described it. 

Mr. Faulder White has not infrequently complained of 
“unfair treatment” at the hands ot his colleagues. Any 
resentment that they may have shown has been due to the 
fact that he discredits our speciality by loose statements, 
loose phraseology, and inaccurate pathology. In no single 
case that he has published has he ever recorded improve- 
ment of hearing as proved by reliable tests that are 
scientifically acceptable to otologists. As an instance of 
his inaccurate pathology, I need only quote his statement 
(Infected Ears, p. 33) that the incus is comparatively 
rarely diseased, whereas that ossicle is the one most 
frequently found carious. 

Permeatal surgery is, perhaps, more frequently prac- 
tised by otologists than any other method, seeing the large 
number of minor manipulations comprehended in that 
term. I read a paper at the recent meeting of the British 
Medical Association in whici I advocated, as I have long 
done, the value of ossiculectomy in selected cases, and, 
although I did not receive a full measure of support of my 
contentions, I have the satisfaction of feeling that I have 
the approval of men of such acknowledged skill and 
experience as Dr. William Hill and Mr. Hunter Tod. But 
neither those gentlemen nor I would be rash enough to 
suggest ossiculectomy or any other permeatal operation 
as a universal panacea for chronic middle-ear 
suppuration. 

It is to be hoped that Mr. Faulder White will take up 
the gauntlet thrown down by Dr. Hill, and bring his case 
forward before the Otological Section of the Royal Society 
of Medicine. If he has the courage of his convictions he 
will surely do so, bus he should understand that his usual 
loose way of recording clinical observations will not be 
tolerated in that society —I am, etc., 

MacLeop YEARSLEY, 


Senior Surgeon to the Royal Ear Hospital. 
London, W., Oct. 7th. 





DRAUGHTS. 

Sir,—In the Journat of September 24th you have a 
leading article on tramways, and after speaking of the 
want of ventilation in the cars, you go on to speak of the 
danger of draughts. I always thought that that idea was 
only a superstition, and shall be glad to know on what 
authority the writer makes that statement ? 

It appears to me that a so-called draught is only a 
concentrated dose of fresh air. I grant it may not always 
be pleasant, but it is always easy to guard against any 
disagreeable sensations which may be caused by it. For 
one person who is made merely uncomfortable by a draught 
of fresh air millions have suffered, and are suffering, from 
the want of it. 

Seeing that the British Mrpicat Journavisread by the 
general public a good deal, it seems to me a great pity that 
such a misleading statement should be put forth in such an 
authoritative manner. 

The utmost that can be said against a draught is that it 
might depress the vitality of an individual, and so make 
him more susceptible to the onslaught of the influenza or 
some other fiend. 

People are only too ready to shut up doors and windows to 
prevent the possibility of a draught, so that it appears to 
me to be bad policy to say anything which may encourage 


them in this bad habit.—I am, etc, . 
Plymouth, Sept. 29th. Gro. JACKSON. 


“% If our correspondent will read the paragraph in 
question again he will see, as others have seen, that its 
whole point isa complaint that the present structure of the 
London County Council tramcars deprives passengers of 
the opportunity of enjoying fresh air which they formerly 
possessed. The question of the innocuousness or otherwise 
of draughts is dealt with at page 1176 of this issue. 


SHIP SURGEONS. 
S1r,—In the Journat of October lst Dr. Elliott takes 
grave objection to part of the efforts I have made as to the 
arranging that first-class passengers should be made to 
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pay fees to the ship surgeon, in so much as he seems to 


object to the passenger who thinks he has been over- 
charged by the surgeon to have the right of appeal to the 
ship’s captain. He says: 

The provision by some British shipping companies empower- 
ing captains to form a court of appeal in the (not unusual) 
event of a passenger objecting to his bill for medical 
attendance. ... 

Now, to whom is the passenger to appeal? To the 
cook? On shore every patient has the legal right to 
refuse to pay any and all medical bills, except through 
the county court. But does Dr. Elliott contend that the 
American first-class passenger will remain in London 
or Liverpool to have his medical bill settled by 
the county court! I think few doctors will fight 
for this. Perhaps next it will be contended that every 
passenger steamer must carry a county-court judge. Are 
not cases known of ship surgeons “on the make ” who have 
demanded absurdly large fees ? 

Dr. Elliott uses an expression that stinks in the nostrils 
of every honest man and woman, even including ship 
surgeons—that is, “is hardly consistent with our ideas 
of professional dignity.” I take it the ship surgeons are 
“out” to have an increase of pay. Well, let us say so. 
The sewer cleaner, either of the human body or of the 
street sewer, wishes to improve his position. But 
neither should, like the rat-catcher, talk of “professional 
dignity.” 

The position of the ship surgeon will not be improved by 
small or large doses of “dignity.” He is the only seaman 
who remains fixed at the same pay for years—no matter 
how long he may serve—all the other ranks do obtain in- 
creased promotion and pay. Butif the ship doctor serves for 
thirty years he generally retires on the pay he began with. 
But whose fault is this? I ask—whose fault is this? 
They know that only those classes who organize, succeed. 
He and his brethren (?) by their actions say—* Great is the 
power of disorganization.” Well, be it so. 

I would suggest that there is little use in “ beating the 
air” with lame and impotent discussion. I would suggest 
that Dr. Elliott's committee take up the plan adopted by 
the Liverpool steamship companies and write to all the 
other companies who have not yet adopted this payment 
arrangement—publishing a list in the Journat of the 
companies who do not grant it.—I am, etc, 

Liverpool, Oct. 2nd. R, R. Rentovuu, 


THE DIAGNOSIS AND TREATMENT OF 
SYPHILIS. 

Sir,—With reference to the discussion on the above 
subject atthe meeting of the Dermatological Section of the 
British Medical Association this year, may I trespass on your 
valuable space with the following remarks? With regard 
to diagnosis, in the light of our present knowledge, the 
demonstration of the Spirochacta pullida in a chancre is, 
I think, universally admitted as proof positive of syphilis, 
but in the early primary stage, before development of rash 
and before the stage of systemic generalization, the 
classical signs of induration in the chancre associated 
with bullet glands (discrete or hyperplastic matting) are, 
in my opinion, more reliable signs of early infection with 
syphilis than the Wassermann serum diagnosis test. The 
test at this period is, unfortunately, very uncertain, and 
not infrequently in my experience when a negative result 
has been recorded syphilis has later supervened. 

Further, in some ten to twelve instances recently at 
Malta, in which the result was reported to meas positive in 
cases of chancres, and where mercurial or other treatment 
was not employed, syphilis did not supervene even after 
close observation for six months; the chancres and the 
glands in these instances were not indurated or discretely 
enlarged. It may be said that the test was defective. 
Possibly ; but the pathologist got 98 per cent. of positive 
results in secondary cases—that is, after rash had 
occurred. 

In the case of an officer quite recently who suffered 
from parasyphilis associated with a clear history of ante- 
cedent syphilis the test was strongly positive according to 
one reliable laboratory opinion in London, and yet a few 
weeks later (without treatment) a negative result was 
reported from another laboratory. 


In other instances, the test may be negative, and later | 





positive, or vice versa, without any material change in the 
immediate surroundings of the patient. The test, there. 
fore, in order to be conclusive, requires, I think, to be 
standardized. In order better to ensure scientific accuracy 
it might be preferable that the clinical signs should be 
unknown to the pathologist who performs the test. Such 
independent results are more convincing. 

Treaiment.—As a rule, I give a thorough inunctior 
course to in-patients before the rash develops. I strongly 
endorse Dr. Pernet’s view “that cases for intramuscular 
treatment should be selected. It was not a routine treat- 
ment.” Atone time in the army some supporters of the 
injection method essayed to make it a routine treatment. 
The civil and military aspects of this important question 
are fundamentally different. In private practice the con 
venience of the patient has frequently to be considered. In 
military practice we are more concerned in ascertaining 
the relative therupeutic adequacy of the remedy—and@ 
personal convenience is necessarily subordinated to the 
efficiency of the soldier and the interests of the State. 

The question of injections versus inunctions in the treat- 
ment of syphilis was dealt with at length in the Lance: 
of Jaly 24th, October 9th and 16th, 1909, by Drs. Pernet 
and Stopford Taylor. As for eighteen years past 
inunctions have proved invaluable in my army practice, 
whilst the patient is necessarily in hospital in the early 
contagious stages of the disease, I tock, on clinical grounds, 
the part of inunctions.! I am glad to see, therefore, that 
Mr. McDonagh (London Lock Hospital) at the Meeting of 
the British Medical Association in 1910, records such 
valuable testimony when he says that a patient “ should, 
before the disease has become generalized, receive the 
most active and vigorous form of treatment possible. 
Mercury, in the form of inwnctions,; is more potent in this 
respect than when given inany other form.... Working 
at the Wassermann reaction on the Continent, I found that 
it was almost a rule to obtain a ‘negative’ reaction after 
a patient had had a course of inunctions, or less frequently 
injections.” As Mr. McDonagh has applied the Wasser- 
mann test in over 5,000 cases his words carry very great: 
weight. Dr. Feibes (Germany) in his opening paper at the 
Section of Dermatology, 1910, states: “For a thorough 
mercurialization I am of opinion the method of Schmierkur 
(rabbings) is the most efficient. With no other treatment 
can we so thoroughly regulate the admission of mercury. 
We can stop it, at a moment’s notice, and easily prevent 
the discomforts and dangers of acute mercurial poisoning. 
How different is this with injections of insoluble mercurial 
preparations which, when once injected, will go on pro- 
ducing their effect though the patient may be threatened 
with the worst.” As this is in absolute agreement with 
my views already expressed in the Brittsh Jowrnal of 
Dermatology, November-December, 1908, I can add but. 
little to the soundness of such facts. 

In a series of several hundred cases treated by injection 
of insoluble grey oil or by inunction under identical condi- 
tions, I find that the duration in hospital is commonly 
twice as long with injection as compared with the 
inunction method, and relapse is much more frequent: 
with injection than inunction. These facts are now being 
more thoroughly realized and verified. 

There are on record 26 deaths, and, according to the 
Advisory Board reports on venereal diseases in the army, 
110 cases of pulmonary embolism after injection of in- 
soluble preparations of mercury. I have also known 
several instances of pneumonia followed by death, and 
other incidents which naturally do not find their way into 

rint. 
7 My experience of the arylarsonates (soamin and 
arsacetin) is that they may exert a tonic action in the 
early phases of syphilis, and amongst in-patients may 
cause a temporary gain in weight of 5 to 7lb. Severe 
relapse, with loss of weight, is common, and ever 
epileptiform convulsions may occur. The arylarsonates 
were very extensively tried in the British army in 
1907-1909, and the consensus of opinion is that they are 
very much inferior to mercury in treating early syphilis. 
In later syphilis Donovan's solution (liquor arsenil et 
hydrargyri iodidi, B.P.) has been prescribed by the mouth 
with advantage for fifty years past. I have had excellent 
results in late syphilis with this drug during eighteen 
years’ practice in venereal diseases. I do not anticipate 


1 Lancet, September 25th, 1909, and January 8th, 1910. 
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that atoxylate of mercury, because it is more novel and is 
injected, will prove superior. There are on record a very 
large number of total and partial cases of blindness due to 
optic nerve atrophy caused by the use of arylarsonates in 
treating sleeping sickness, but, as Mr. Ernest Lane has re- 
cently called attention? to this toxic sign in the treatment of 
syphilis, I do not dwell on the point.—I am, etc., 
Harrogate, Sept. 30th. H. C, Frencu, Major, R.A.M.C. 


—_— 


CANCER AMONG THE AFRICAN CREOLES. 

S1r,—I do not know whether it is wise to enter into a 
newspaper controversy five weeks after undergoing a 
serious surgical operation; but the temptation offered by 
the interesting article of my friend Dr. Renner on the 
subject of the spread of cancer among the descendants 
of African creoles in Sierra Leone in the Journat of 
September 3rd is too great for me to resist. 

I do not know if Dr. lenner meant his article to be 
limited to the resident creoles of Sierra Leona exclusively, 
or whether he meant to include also the very large propor- 
tion of Sierra Leone creoles who are scattered all over 
the West Coast of Africa, and who are known as Coasters 
—of whom I am one; or, better still, whether he meant 
that malignant diseases are spreading amongst that ever- 
increasing and very large portion of the natives of West 
Africa who are in eager pursuit of whatever is meant by 
civilization. 

These particulars, though they may be trifles, would, 
I think, add more to the interest of the subject. 

It is a pity that Dr. Renner, in quoting the statistics of 
the Colonial Hospital, Freetown, in regard to the spread of 
malignant diseases, did not specify whether they occurred 
amongst creoles only; for, though rare amongst the 
aborigines, one can hardly imagine that not one of them is 
included amongst the number here cited. It would be a 
little interesting, also, if he had pointed out how many of 
the number mentioned in those statistics were children of 
liberated Africans as distinguished from descendants of 
‘those children. One would then better realize how 
malignant diseases are gaining ground among the genera- 
tions who are aping after civilized life. 

I wish it to be clearly understood that I do not wish to 
minimize the fact that there are malignant diseases 
amongst the creoles in Sierra Leone, the Sierra Leone 
coasters, and the civilized natives in West Africa. But 
what I wish also to affirm is that malignant diseases are 
pt rarity amongst the aborigines in any part of West 
ATrica. 

The statistics that Dr. Renner quoted show that there 
have been 20 cases of malignant disease in thirty years— 
from 1870-1900—whilst there have been 22 cases of similar 
diseases in nine years—1901 to 1909 inclusive. This 
increase in the ratio is very striking. 

_ But if these statements are correct, does the interpreta- 
tion of these facts mean that malignant diseases are 
increasing among the creoles of Sierra Leone, whilst they 
are absent or rare among the aborigines of Sierra Leone 
and iis hinterland? I think not. To my mind, I think 
the explanation lies in another direction. The handful of 
us who are qualified natives in the medical profession are 
48 yet pioneers among our countrymen. If we realize the 
Serious responsibility involved on us by our education we 
shall be thankful if by tact and judgement, earnestness 
and assiduity—in short, by true patriotism—generations 
of us who have been trained in scientific institutions are 
able after a hundred years to instil the light we possess— 
‘ven dimly—in our countrymen. 

At present we are nowhere in comparison to the country- 
fetish doctors, whose stronghold amongst our people is as 
yet unconscious of our assault. One is sometimes surprised 
at the appalling ignorance, rank superstition, that one does 
find even in high places. 

The application of the 22 patients in nine years as com- 
pared with the 20 in thirty years for medical aid amongst 
the creoles in Sierra Leone may be due to education and 
to the confidence which qualified native medical practi- 
tioners have inspired in them during recent years, whilst 
the indifference or total neglect to apply for treatment by 
she aborigines may be due to a want of confidence in or 
possibly scorn by them for a class of medical practitioners 
who discard all ideas of fetishism. Malignant diseases 
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were far more common amongst the aborigines in Sierra 
Leone in 1874-1877 during the days of my apprenticeship 
in the hospital in Freetown than the statistics quoted by 
my friend would lead me to believe. 

Aborigines from various parts of the West Coast of 
Africa were taken and liberated in the peninsula of Sierra 
Leone, and if one could show that malignant diseases 
exist amongst the descendants of these aborigines, and - 
who were still living in primitive conditions, it will be 
conclurive evidence that these diseases were and are not a 
rarity amongst the liberated Africans of Sierra Leone. 

As I said above, I am just recovering from a serious 
surgical operation; I am here without any books or notes, 
and am writing from memory. 

Most of the liberated Africans of Sierra Leone were of 
the Aku (Yoruba) tribe. A branch of this is the Ijebu, 
some of whose descendants are in Sierra Leone to-day. Of 
all the Akus (Yorubas), the Ijebus were the most conserva- 
tive. They were the middlemen between the native 
traders of Lagos and those of Ibadan. They would not 
brook the idea of free trade in or through their country ; 
theirs was a rigid system of protection. After the British 
Government used all persuasive means to induce them to 
adopt the policy of the “open door” in vain, an expedi- 
tion was organized against them in 1892 or 1893. 
Immediately after the country was conquered I was sent 
up as the medical officer for the garrison that was stationed 
in their capital. Among such a conservative people I saw 
a chief, a male, with cancer of the breast. I persuaded 
him to permit me to remove it, but after I had done so the 
disease recurred, and subsequently killed him. Now this 
occurred in a man who was a typical aborigine. Again, 
about two years ago, this man’s son, a pure aborigine, 
applied to me for treatment of cancer in its last stages, and 
from this disease he also died. I know a case of an 
aboriginal woman at Accra who died from cancer of the 
uterus in 1879. I can go on citing cases, but I hope that 
these will show that malignant diseases are not a rarity 
amongst the aborigines in any part of West Africa. 

Permit me to digress from the subject of malignant to 
benign tumours. With the passion for getting children 
amongst all negroes of West Africa, one is surprised at the 
relative sterility of the negro female. I think that one 
may say that, generally, three, or perhaps four, children 
are a very high average for a negress in West Africa. 

I do not think that naturally this is generally so in other 
parts of the world. One is accustomed to attribute this 
to venereal diseases and bad attention during the puer- 
perium and such like. But my experience of late years 
has led me to the conclusion that amongst others uterine 
fibroids must also be reckoned as an important factor in 
causing sterility—relative, secondary, or absolute—in our 
females. 

But I cannot see how Dr. Renner has benefited his 
subject by introducing the people of the Gold Coast into it. 
He has contrasted the people of the Gold Coast with those 
of Sierra Leone to the detriment of the latter. 

If I may be allowed to borrow the language of the 
Spectator, I am afraid that we creoles of Sierra Leone are 
always in “ danger of self-depreciation.” He says that: 


Yet, after so many centuries of close contact with the Euro- 
peans, they (the people of the Gold Coast) have by virtue of 
race instinct and race unity resisted as one people the inroads 
of European civilization into their social life,and as a result 
we find the absence, or rather rarity, of cancer and other new 
growths amongst them. 


Dr. Renner has based his essay on the statistics of the 
Colonial Hospital of Sierra Leone and its Hinterland. It 
would have been profitable if he bad also published along- 
side it the statistics of the hospitals of the Gold Coast and 
its Protectorate, as that would justify him for coming to 
such a conclusion. 

I have cited one case amongst many of cancer of the 
uterus in an aborigine of the Gold Coast, and would drop 
the discussion of the subject from a medical standpoint. 
From an ethnological point of view, I think his glowing 
description of the people of the Gold Coast as compared 
with those of Sierra Leone brings out strikingly the ten- 
dency to self-depreciation so frequently indulged in by 
some of the Sierra Leone creoles, one finds that amongst 
negroes from the river Gambia right down to the Congo, 
the Sierra Leone creole or his children has always been 
at the top of the tree in all works of life. 
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He deplores the want of combination and unity amongst 
the creoles in Sierra Leone. Do they exist amongst the 
people in the Gold Coast, and, indeed, amongst the peoples 
in any other part of West Africa? Let him inquire from 
those who have experience of such matters. 

Dr. Renner says that by virtue of their race instinct 
and race unity the people of the Gold Coast resisted 
as one people the inroads of European civilization into 
their social life. Can he point out any other place in 
West Africa where there is as large a number of mulattos 
—born in the country—as on the Gold Coast? I lived at 
Accra from 1877 to 1884, and I can assure my friend that 
it will be difficult for him to find a place in West Africa 
where there is more indulgence, soaking in alcoholic 
liquors, as amongst the Accras; nor is this imported habit 
peculiar to the Accras, for the American barques, which 
gloriously unfurled their sails, plied their trade from one 
end of the Gold Coast to the other, were laden chiefly 
with American rum and tobacco. These they exchanged 
mostly for gold and palm oil. The amount of smuggling 
of alcoholic liquors in the Gold Coast used to be a standing 
menace to the Government of that colony. The American 
sailers may have given way to European steamers, but 
Castoms returns will show how spirituous liquors are 
consumed on the Gold Coast. 

But, better still, if my friend will persuade Downing 
Street to send out a commission of inquiry on the liquor 
traffic on the Gold Coast Colony, the publication of the 
evidences will be interesting reading for the world. 

When I was a resident at Accra the prevailing vices 
were litigation and potations in alcoholic liquors. Since 
then gold mining and cocoa industries have brought 
sudden riches to many a man. The report I have heard 
from time to time were that matters have become worse 
in those directions. This is what has happened under 
similar circumstances in other parts of the world. At any 
rate, after twenty years, I visited Accra last December, 
and it was a pitiful sight to see a man raving mad in his 
verandah from the effects of alcoholic imbibitions. 

A friend of mine said, What can be done to restrain 
alcoholic intemperance in this people ? 

Dr. Renner says that the people of the Gold Coast are 
one in language, habits, and customs. 

There is, I believe, a polyglot of languages in the Gold 
Coast. Otchwi, Fanti, and Ashantee may be dialects of 
the same language. But the Accra language is certainly 
distinct from them. Nor am I aware that the languages 
rd the Appolonians and Adangbes bear any relation to 

ese, 

The ethnographical distribution of the tribes of the 
Gold Coast is a fascinating study, but I have said enough 
on this subject, which is so interesting, medically or 
otherwise. The present state of my health forbids my 
doing it that justice which it deserves. My friend 
Dr. Renner has given food for much thought to us all. If 
worse luck does not befall my health, I hope I may be able 
to resume this subject on some future day.—I am, etc., 


Tonbridge, Sept. 9th. JoHN Ranpdie, M.B., C.M.Edin. 


IODINE DISINFECTION OF THE SKIN. 

Sir,—In your leaderette on the above subject! you do 
not mention the method described by me in your issues of 
August 14th, 1909, and June 4th, 1910. 

I have now used the 2} per cent. solution in upwards of 
500 cases, and I can confidently speak of its efficiency. 
There are many people in this country whose skin is too 
sensitive to endure the treatment with a 10 per cent. 
solution, as recommended by Grossrich. This strovg 
solution has also the disadvantage of causing excessive 
lacrymation in the surgecn and assistants. 

The shaving which you refer to is unnecessary. If the 
hair is very thick and likely to impede the operation, a 
portion of it may be clipped with scissors. It cannot be 
too strongly insisted upon that the previous washing is no 
only unnecessary, but opposed to the success of the 
method.—I am, etc., 

J. Lionet Stretton, 


Senior Surgeon to the Kidderminster Infirmary and 
: . Children’s Hospital. 
Kidderminster, Oct. 10th. 
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EXTRACTION OF THE LENS IN ITS CAPSULE, 

Sir,—With reference to the article in the Journat of 
August 27th, p. 565, ‘Extraction of the Lens in its 
Capsule,” its conclusion reminds me of the judge giving 
his decision when only the evidence of the prosecution 
has been heard and before the cross-examination of the 
prosecution witnesses and before the defence has been 
produced, as the conclusion is based on Major Kilkelly’s 
paper. Major Kilkelly’s paper is the the subject of con- 
troversy at present, and those wishing to see the other 
side of it will be able to do so in an early issue of the 
Ophthalmic Record of Chicago. Of Dr. Knapp’s 104 cases, 
about 97 of them were done by himself without iridectomy 
before me and under my instructions, and if he did not 
state so I am sure it was an oversight on his part. 

Conclusions such as the writer of your article draws are 
premature. The subject is but in its infancy, and from 
what I know and from the amount of attention it is 
engaging, it is a very risky verdict to say that it will not 
before many years be the operation of election over the 
civilized world.—I am, etc., 

Henry Situ, Lieut.-Col., I.M.S., 
Civil Surgeon. 
Amritsar, Punjab, Sept. 15th. 





INSURANCE AGENTS AND THEIR METHODS, 

S1r,—A life insurance agent called upon me last month 
proposing that if he brought me cases for medical examina- 
tion he would promise substantial increase to my profes- 
sional income if, in return, I took out a policy on my own 
life with him. 

I point blank refused to do so. 

He introduced three or four cases, and this morning, 
when accompanying a case for examination, he again 
broached the subject of my own insurance, and on my 
repeating my former refusal to be so bound, he declared, in 
a manner intended to be threatening, and in front of the 
insured, that this was the last case he would bring to me! 

This incident confirms the correspondence recently 
appearing in your valuable issue relative to the methods of 
insurance agents.—I am, etc., 

Plymouth, Oct. 6th. 


COMMISSIONS TO MIDWIVES. | 

Sir,—A few nights ago a certificated midwife called 
upon me, and asked me “ what commission I was prepared 
to give her for cases she called me into.” She said that 
she had received commissions from several other doctors, 
and wanted to know what I would give her. She was 
quite candid in the matter, and was guite surprised when 
I pointed out the enormity of the offence, and said she 
thought there was nothing wrong in taking commissions. 

I went to the medical officer of health and told him cf 
my experience. He said he was afraid he could do nothing 
unless he had evidence. He promised, however, to notify 
the nurses whom he controlled that it was illegal to accept 
bribes—or commissions, as they called them—from doctors 
for work introduced. He pointed out that it was the 
doctors who were the sinners. He said he had suspected 
for some time that this had been going on. ; 

Now this is a very serious matter. There is no doubt 
that a number of unscrupulous medical men are bribing _ 
these women, and in this way getting the patients of other 
doctors. It should be discussed at every medical society, 
and strong measures taken to stop the practice.—I am, etc., 


October 6th. VERITAS. 


W. Fr. MacCarruy. 





EUROPEANS IN THE TROPICS. 

Sir,—In the discussion which took place after the read- 
ing of the paper of Sir R. Havelock Charles, on special 
factors influencing the suitability of Europeans for life in 
the tropics, Professor Fiilleborn (Hamburg) said that it 
was customary in Germany to give those who were about 
to live in the tropics 1 gram of quinine in order to see 
whether they could take the drug or not.”' ; 

To say nothing about the dose advised, as a trial, may 
I be allowed to say that the method is not quite reliable : 
One sometimes meets with people who cannot take quinine 
per os, who, however, get the full benefit of it when given 
hypodermically. f 

Y pret the case of a German doctor, a medical 
missionary, who during a visit paid to our hospital in 
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Tungkun, South China, suffered from very bad attacks 
of malaria. Fearing the after effects, he refused to take 
even small doses of quinine. As he was getting worse 
I insisted on trying the drug hypodermically. This was 
done with a double result. Not only was the fever checked, 
but our patient, having felt no untoward action, became 
more hopeful with regard to his suitability for life and 
usefulness in China.—I am, etc., 


Moers Rheinland, Oct. 3rd. Joun E, Kuune, M.D, 





“LILY RASH.” 

Srr,—In his valuable paper on the “ Lily Rash in the 
Scilly Islands,” published on September 24th in the Britis 
Mepicat Journat, Dr. David Walsh complains that I do 
not name the toxic substance contained in Primula sinensis. 
I fear that he mistakes the purport of my handbook, 
Poisonous Plants of all Countries. 

It professes only to summarizs concisely such knowledge 
of ths toxic principles as is available; therefore he can 
hardly expect the author personally to investigate the 
plant with a view to the isolation of its toxin. 

Having satisfied myself that the published cases of 
irritant poisoning by P. sinensis were reputable, I had no 
hesitation in inclading the plant in my list, but left its 
ultimate analysis to the ori@inal-research workers. I hope 
to record the fact of the isolation of this particular toxin, 
amongst others, in the forthcoming edition of my book.— 
I am, etc., 


London, S.W., Oct. lst. BERNHARD SMITH, L.M.S.S.A. 





ETIOLOGY OF IRITIS. 

Sin,—It was with surprise I read Dr. Kenneth Camp- 
bell's letter in the Journat of Jaly 23rd, that is. that he 
had never known, nor heard of, ‘‘ rheumatic iritis,’”’ when 
such an authority as the late Henry E. Clark, C.M.G, 
Senior Surgeon and Lecturer on Surgery, Glasgow Royal 
Infirmary, made a special point in his lectures on the 
differential diagnosis of syphilitic and rheumatic iritis, and 
often illustrated his points with cases. 

How does Dr. K. Campbell account for “ single iritis,” that 
is, iritis in one eye only, clearing by the administration 
internally of sodium salicylate, four-hourly ? 

I myself, having I may say only limited experience, have 
only within the last few months had no fewer than three 
cases of single iritis, one, a young boy aged 7; others are 
@ man and a woman, and all cleared on the internal 
administration of sodium salicylate, four-hourly, and all 
following rheumatics. 

I think his statement is too sweeping, for if he lived in a 
damper part of the country, as a general practitioner, his 
statement would be modified.—I am, etc., 


October 2nd. ANCHISES. 


SYCOSIS: SO-CALLED BARBER’S RASH. 

Sir,—I am indebted to Dr. Fergusson for lending his 
support to my letter on this subject. The exact stage of 
the shaving process at which infection is supposed to take 
place is undoubtedly a matter of opinion. Dr. Fergusson 
believes it to be mainly at the sponge stage, while others 
blame the razor stage, the brush stage, or the towel stage. 
Has no one ever blamed the razor strop for causing sycosis ? 
It seems as if we can only suspect and think. We do not 
actually know, and yet the barber has to bear the brunt of 
our ignorance when we advise our patients that sycosis is 
usually got at their hairdressers’ establishments. Know- 
ledge is required. Hence the need for proper research on 
the lines of the Bristol hairdressers’ scheme.—I am, etc , 

Newcastle-on-Tyne, Oct. 8th. JOHN WISHART. 


IS ECZEMA ON THE INCREASE ? 

_Sir,—Is eczema increasing? In my experience no 
ailment has become more continuously prevalent for the 
last ten or fifteen years, and not so much amongst the 
poor and the unworked as with the more cleanly, 
the more brainy, and the more careful living of our 
population. 

_Nobody dies, I suppose, of the disease, though it gives 
rise to so much distress, but at least we ought to have 
some statistical means of arriving at its prevalence. Have 
We any possible way of knowing whether there are 3,000 or 
500,000 cases of eczema in the British Isles? I think not, 





though we can tell to a minute fraction the number of fatal 
cases of cerebro-spinal fever. 

In submitting my query as to whether practitioners 
generally do not find eczema more widespread than a few 
years ago, I suggest that a complete public health scheme 
should be able to state not only what persons died of 
during a given week, but also the prevalence of the 
various diseases, such as bronchitis, influenza, conjunc- 
tivitis, venereal disease, etc. A plan something like this 
is already in operation at Buenos Aires, and could easily 
be carried out by the medical officer of health submitting 
a Cetailed list of diseases to each practitioner in his 
district, and requesting him to specify the number of cases 
of each kind he had attended during the week or month, 
a small fee being paid.—I am, etc, 

Dublin, Oct.10th. J. C. McWarver, M.D Brux., D.P.H. 





Medico-Legal. 


WORKMEN’S COMPENSATION CASES, 

Alleged Accident in a Surgery. 
IN a case at Wrexham (September 15th), Alice Phillips, a 
domestic servant, claimed £12 63. 6d. compensation from 
Dr. Arthur Roberts, Wrexham. The claimant said she was in the 
employ of the defendant, and on February 20th the thumb of 
her lett hand became very painful. She noticed a crack on it, 
and she thought she might have got something in it while 
washing the surgery floor. Her thumb became worse, and it 
had to be amputated. She thought the crack was caused by 
using soda and hot water in washing the floors, and that dirt so 
got into the thumb. His Honour, without calling on the 
defence, said he was very sorry for the applicant, but he could 
not do anything but nonsuit her. She had not the remotest 
idea how she received the poison into her thumb, nor could she 
establish an accident. It was mere guesswork that the soda 
and water caused the crack, and that the poison thus got into 
——— Judgement would therefore be for the defendant 
with costs. 











Heart Trouble or Accident ? 

In acase at Birmingham (September 21st) an engine driver 
claimed compensation from the London and North-Western 
Railway Company in the following circumstances. He was 
between 60 and 65 years of age, and it was stated he had been 
in the employ of the company forty years. 

The evidence showed that on April 5th he had occasion to 
lift a piece of coal, but he dropped it and received a wound on 
the right ankle. He attached no importance to the matter at 
the time, and continued work. On April 12th the wound began 
affecting him seriously, erysipelas having set in. The company 
paid him compensation at the rate of £1 a week down to the 
end of June, when they sent a doctor to examine him. He was 
certified as recovered from the accident, but unfit for work 
from other causes. The heart had become dilated. It was 
stated by Dr. Barling, who gave evidence for the respondents, 
that such a condition of the heart was frequently produced by 
chrenic bronchitis, from which applicant suffered. If the con- 
dition of the heart was due to erysipelas, he should expect the 
heart to resume its normal condition after the poison had 
passed out of the system. 

After hearing counsel, His Honour, in giving judgement, said 
the question at issue was really a medical one, and he should 
not have been sorry if, under the circumstances, an assessor 
had been sitting with him for the purpose of forming a con- 
clusion as to whether the view he took of the case was correct. 
He was bound to say he doubted whether any assessor would 
have differed from that view. After reviewing the evidence, 
His Honour pointed out that there was a serious difference of 
opinion between the medical witnesses called as to the heart 
trouble. As arbitrator he had to bring common sense to bear 
on the facts as they had been established. it seemed to him 
quite clear that the present condition of the applicant, and the 
heart trouble from which he suffered, were in consequence of 
the accident. He held the applicant was entitled to an award, 
and he should make the amount £1 a week, to take effect from 
the time when compensation ceased in June, 1910. 


Alleged Injury to the Stomach. re 

At the Wrexham County Court recently, an application by 
the Vauxhall Colliery Company was heard for the review of a 
case in which they were paying compensation to a miner named 
Collis. The man said he met with an accident, and injured his 
back at the colliery in 1906, and a day or so later his stomach 
became swollen between breakfast and dinner. He could not 
do any work, or even lace his boots up. The case was before 
the court in April, and was adjourned in order that Collis 
might undergo what is known as the ‘‘ Bantling treatment.” 
He had undergone this, and his solicitor said he was apparently 
worse for it. The compavy contended that the incapacity 
resulting from the accident no longer existed, and the doctors 
who examined Collis could not find that he was suffering from 
injury. Dr. McAlister (Liverpool) said he thought the man’s 
condition was due to constantly thinking about his trouble, 
and that he was obsessed with an idea that there was something 
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wrong with his abdomen. He suggested the man should do 
light work first, and then continue to work asa miner. His 
Honour found that the man was partially and almost wholly 
recovered from the accident, and he would improve in strength 
and condition if he did light work. He revised the agreement 
entered into in 1906, and awarded the man 8s. per week for 
eight weeks, after which 6s. per week for a like period, and 
then 4s. per week during partial incapacity. 


A Monkey’s Bite. 

In a case at Newcastle (September 17th) a washerwoman 
alleged that on May 13th she was handing some scraps of food 
to a monkey that the respondent kept in his house, when the 
animal bit her right hand. The tendons were very badly and 


- permanently injured, and the applicant would never again be 


able to do the hard work of a charwoman. The claim was, 
therefore, for half of the amount she was able to earn per week 
before the accident. His Honour made the award asked for. 


TUBERCULOUS HIP DISEASE AFTER INJURY. 

Morbus CoOXAE.—We presume that the condition is perma- 
nent and that sufficient proof is forthcoming to establish the 
relationship of the disorder to the injury. If, as would seem, 
this relation is admitted, then, in accordance with paragraph 17 
of the first schedule of the Act, the employer can redeem his 
liability for compensation by payment of a lump sum of such 
an amount as, where the incapacity is permanent, would 
purchase an immediate life annuity securing to the workman 
an annuity equal to 75 per cent. of the annual value of his 
weekly pay. 





FEES TO MEDICAL WITNESSES. 

A CORRESPONDENT draws attention to a mistake on page 825 of 
the JoURNAL of September 17th, where it is stated that the 
expenses allowed to a medical witness, residing at Enfield, for 
attendance at the Middlesex Sessions, would be 1 guinea a 
day. Since December 28th, 1903, medical witnesses ‘‘ attending 
to give evidence elsewhere than in any town or place where 
the witness resides or practises, whether in one or more cases, 
not more than two guineas per diem.’’ (In this regulation 
‘“‘town’’ means municipal borough or urban district, and 
‘*place’’? means the area within a radius of three miles from 
the court at which the witness attends to give evidence.— 
Statutory Rules and Orders, 1903, No. 1,064.) 





PAYMENT FOR ATTENDANCE ON INJURED 
SCHOLAR. 

A. B. C.—Taking the queries of our correspondent (who writes 
from Scotland) seriatim, we reply as follows: (1) With regard 
to the person from whom he can get a fee for attending the 
injured scholar, we are afraid that in the circumstances, and 
seeing he had no written instructions from the clerk acting 
for the School Board to attend the child, he could not recover 
in a court of law. Our correspondent’s experience in a previous 
case seems to have been rather costly. In any case he could not 
recover more than the fee for the first visit. With regard to 
(2) the Clerk of the School Board cannot on his own responsi- 
bility incur any expenses on behalf of the Board; he must 
summon a meeting of the Board for that purpose unless 
definite instructions are given empowering him to do so in 
cases like that under review. The proper procedure is for the 
parent to sue the School Board for any expenses she may have 
been put to, the doctor’s attendance being included, in con- 
sequence of an accident arising out of the negligence of the 
Board or those acting for them. Our correspondent might 
try to get an emergency fee out of the Board, but the proper 
procedure is that which has been indicated. The members of 
the School Board as individuals are not liable. 





LAW COSTS IN SALE OF PRACTICE. 
L0SLYN.—A. negotiates for sale of his practice to B., together 
with a lease of a house. On preparing contract by B.’s solicitor, 
which included sale and purchase of practice and agreement 
for lease, A. instructs B.’s solicitor to act also for him. The 
lease was also prepared in pursuance of contract. How should 
the law costs be borne? 
*.* The law costs should be shared equally, with the excep- 
tion of those relating to the lease. The cost of preparing this 


should by established custom be paid wholly by B. 


CLUB MEDICAL OFFICERS AND ACCIDENTS. 

E. F. sends us the following query: (1) Is the medical officer of 
a club bound to attend accident cases in workmen whose 
employers are insured against medical and surgical expenses 
under the new Acts? (2) Are clubs liable for full sick pay 
under these circumstances ? 

*.* (1) Under the usual contract, club surgeons are bound 
to attend accident cases, except where accidents are specially 
excluded, as in some mines and works where a special con- 
tribution has to be paid to meet such risks. Under the Acts 
referred to, employers insure against the payments they are 
required to make to injured workmen—namely, half their 





usual wages—not against medical and surgical expenses, 
(2) Clubs are liable to pay full sick pay in illness due to 
accident, unless under the rules accidents are specially 
excluded. 





CLUB PATIENTS. 

CLEAN HANDS asks whether it is not contrary to medical ethics. 
as well as derogatory to the profession for a medical mam 
living five miles from our correspondent’s district, to attend 
club patients, paying 3s. 6d., 2s. 6d., and 2s. respectively per 
annum, travelling for that purpose six or even seven miles. 
Among the number are several publicans, freeholders, anc: 
capitalists. Would he be justified in bringing such conduct 
before the Division of the Association, of which both of them 
are members? 

*,.* That it is derogatory to the profession to accept such 
appointments there can be no doubt. That it is a breach of 
medical ethics is not so certain, seeing that practice of this 
kind is unfortunately not uncommon. Our correspondent 
might introduce a discussion on this subject in his Division, 
but the conduct he complains of does not seem to us tc 
constitute an offence that could be directly dealt with by that 


body. 





Medico- Ethical. 


The advice given in this column for the assistance of members i 
based on medico-ethical principles generally recognized by the 
profession, but must not be taken as representing direct findings 
of the Central Ethical Committee, except when 80 stated, 








GRATIS MEDICAL CERTIFICATE. 

VIRTUTIS AMORE.—We do not know of any ethical rule which 
obliges medical practitioners to give health certificates to 
children who are candidates for charitabie institutions. 
Doubtless the practice varies in different institutions ; some 
may require children to. be examined by their own medica? 
referees, while others may be satisfied with a certificate pro- 
duced by the child. In the latter case the persons interested 
in promoting the candidature of the child would doubtless be 
prepared to pay a reasonable fee. 





VISITING CARDS. 

Rk. A. H.—A medical practitioner who holds the diplomas of the 
Conjoint Board might put “L.R.C.P., L.R.C.S.” after his 
name on cards to be used for professional purposes only, or 
if he preferred it he might style himself ‘‘ Physician and 
Surgeon.’”? In regard to calling on newcomers to the town, 
we would point out that such a practice cannot be commended 
as consistent with the dignity of the medical profession. 


MEDICAL ADVICE IN THE LAY PRESS. 

A CORRESPONDENT draws our attention to a series of articles 
appearing in the South Wales Daily News, purporting to be 
written by an ‘‘ M.B., F.R.C.S.,” giving general and medical 
advice on what are called ‘‘ Autumn Ailments,’’ such as colds. 
sore throat, backache, muscular rheumatism, neuralgia. The 
advice includes not only general recommendations, but pre- 
scriptions such as could be made up by any chemist. We 
agree with our correspondent in regretting that any medical 

ractitioner should encourage the practice of self-drugging. 

n these cases the diagnosis must be made by the patient, and 
valuable time may be lost, while the promotion of the delusion 
that the possession of a prescription is all that is essential to 
the treatment of disease is not beneficial to the public. 





MEDICAL PRACTITIONER AND MECHANO-THERAPY 
INSTITUTES. 

D. S. P. writes that a doctor has invented various forms of 
vibratory massage machines, and proposes to form a com- 
pany to sell them to the public and to found an institute at 
which purchasers of the machine can have free medical 
examination and advice. Our correspondent asks whether 
it would be correct for a medical practitioner to hold the 
post of medical examiner to the institute. He goes on to say 
that the institute would not be advertised, but purchasers of 
the machine from the company would have the right to go to 
the institute and be examined and advised. 

*.* There is no general principle which would forbid 2 
medical practitioner holding such a post. Everything would 
depend upon the way in which the company was conducted. 
It must be borne in mind that the object of the company is 
to sell its machines; it is difficult to believe that it could doe 
this without advertising, and its advertisements might bring 
it into conflict with professional opinions of propriety. 
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Obituary. 


CECIL H. LEAF, M.B., BC., F.R.C.S., 
SURGEON, CANCER HOSPITAL, BROMPTON. 

Crciz Huntincpon Lear, whose death we announced last 
week, was born at Streatham in February, 1864. He was 
educated at Marlborough, Trinity College, Cambridge, and 
the London Hospital. He graduated M.A., M.B., B.C, 
Cantab. in 1891, having qualified at the Conjoint Board in 
1890. He became Fellow of the Royal College of Surgeons 
jn 1895. During his London Hospital career Leaf was 
House-Surgeon and House-Physician, and later acted for 
some time as Demonstrator of Anatomy in the Medical 
School. Whilst acting in the last-named capacity Leaf 
became much interested in the anatomy of the lymphatic 
olands and in 1898 he wrote a monograph on The Surgical 
Anatomy of ths Lymphatic Glands. He also translated 
Cuneo’s Les lymphatiques five years later. The enormous 
importance of the lymphatic system in the spread of cancer 
served to maintain Leaf’s interest in the anatomy and 
physiology of lymphatic glands throughout the whole of 
his professional life. As recently as July, 1908, he was 
engaged upon a research into the relative alkalinity of 
lymphatic gland juices in health and in cancerous sub- 
jects, and he carried out a number of experiments at the 
Cancer Hospital upon lymphatic glands removed during 
operation upon malignant breasts. 

In 1899 Leaf was appointed Assistant Surgeon to the 
two hospitals with which he was actively connected for 
the eleven years immediately preceding his death—the 
Cancer Hospital and the Gordon Hospital for Diseases 
of the Rectum. He became full Surgeon to the former 
institution in 1905, and to the latter in 1904. At both of 
these hospitals Leaf had a very large experience of cancer 
work, and was keenly interested in ali the questions— 
etiological, clinical, pathological, and therapeutical—con- 
nected therewith. He tried upon his own cases many 
remedies other than surgical procedures, some of them 
of a very novel kind. But he was always alive to the 
latest improvements in surgical technique, seeing that at 
present tle only hope of cure lies in early diagnosis and 
complete removal whenever possible. As one result of 
his large experience he contributed vaiuable papers to 
various medical journals. Up till the very commence- 
ment of his summer holiday this year Leaf was busy with 
his private and hospital work, and the problem of cancer 
and its effective treatment loses a most assiduous student 
by his untimely death at the early age of 46. 

From his schoolboy days Leaf was a very keen sports- 
man. At Marlborough he was in the gymnasium eight for 
two years; he was also in the cricket eleven. He repre- 
sented the school at racquets in the public schools cham- 
pionships. Racquets remained his favourite game; in 
1906 and 1907 he entered with one of his brothers for the 
amateur doubles championship and played in the semi- 
final ties. In 1908 he won the singles racquet handicap at 
Queen’s Club, starting from scratch. Leaf was a Captain 
in the London Division of the R.A.M.C. (Electrical 
Engineers). 

Socially Leaf was a popular man with all his colleagues; 
when a student at the London he was called affectionately 
“Daddy Leaf,” and the term expresses that mixture 
of benevolence with quiet modesty which won him 
much warmth of friendship from a large number of 
those with whom he worked. He was a quiet man, 
passionately fond of home life and its many interests, 
but with a lively sense of his duty to the important offices 
which he held in the outside world. He hated to be 
fussed, even when, towards the end, it became clear to 
those who watched him that his disease was taking 
a most serious course. The history of his fatal illness 
adds one more instance to the number of those distir- 
guished medical men who succumb to affections of the 
organs they specially study. Eighteen months ago, whilst 
swinging on a horizontal bar he had erected for his 
daughter’s exercises, Leaf noticed unusual aching in his 
right arm and shoulder, and on closer examination found 
some enlarged glands in the axilla. He attributed these to 
a recent “septic” finger which he had had. As the 
glands became larger a colleague removed them; they 
were found to yield the histological features of lymph- 








adenoma. Leaf’s health remained good for some twelve 
months after this time, though it was apparent to his more 
intimate friends that his customary robustness had left 
him. Early in July of this year slight fever showed itself, 
and a few enlarged glands appeared about the right 
clavicle. The condition yielded to treatment indifferently, 
and a month later the disease began to advance with 
alarming rapidity, ending fatally on October 5th. Leaf 
leaves a wife and daughter, to both of whom he was 
greatly attached; by the former he was lovingly cared for 
night and day during the last weeks of steadily failing 
strength. 


Dr. A. J. Ricz-Oxtey writes: The death of Cecil Leaf 
will have come as a great surprise and shock to many of 
his friends, and is a distinct loss to our profession. It 
seems but yesterday that he came to talk over with me 
the pros and cons of the medical career and his fitness to 
embark upon it. Nor can I regret persuading him to adopt 
the course he did, for although churlish Death has taken 
him from our ranks just when a larger sphere of activity 
was opening out for him and his work was beginning to 
be heard of and noted outside the profession, yet in the 
comparatively short span of his professional life he has 
left a sufficient mark upon the scientific work of his time 
and more than amply proved his title as a surgeon of the 
very best type. Others will no doubt speak of his sterling 
qualities as a surgeon and as a keen and patient investi- 
gator. These were notable, but still more so was his 
personal and professional uprightness, his unselfishness, 
his modesty, his intense interest in his patients rich and 
poor alike, and his absorbing devotion to his scientific 
work, to which last, I fear, his early death may be almost 
directly attributed. There is little doubt that Cecil Leaf 
adds one more to that distinguished list of those medical 
men who have lost their lives in the effort to save those of 
others. 


An old Cambridge friend of Leaf’s, writing about his 
death, gives in a sentence a good description of him: 
“ Vir integer vitae; by merely living he did good all round 
him by his clean example.” 


T. B. H. writes: Others, I hope, will do justice to the 
work of Cecil Leaf in his all too short career. It is of the 
man himself as friend and colleague that I would write, 
from a real friendship of several years. Of friends he 
must have had many; of enemies i know not. He was 
one of those few who speak no evil of any man, and with 
a rare generosity he would make allowances for frailer 
souls whose ways were not of that answering straightness 
and honesty which were written in his face and charac- 
terized his life. Visionary he was, and with more than a 
touch of that idealism which wins scant monetary reward 
in a strenuous professional career, but which binds to its 
possessor the hearts of men. Asa cricketer and a racquet 
player he had achieved that spirit which in the stern and 
complex game of life means victory at the end. 





JOSEPH HIGHAM HILL, M.D.Brvx., F.R.C.S.Epin. 


Dr. JosErH HicHam Hitt, whose death took place at his 
residence in Bedford Square at the end of September, was 
a Lancashire man by birth—a son of a vicar at Royton— 
but received his general education at Glasgow, rounding it 
off in London and abroad. He became a Licentiate of the 
College of Physicians of Edinburgh in 1879, L.S.A. in 1868, 
F_R.C.S. Edin. in 1872, and some seven years later one of the 
earlier of the foreign Brussels graduates. Dr. Hill, who was 
in his 65th year, had passed most of his life as the occupant 
of official positions of one kind and another. At the time 
of his death he was one of the Medical Inspectors of 
Emigrants at the Port of London, and earlier in life had 
served Australia as a Government Medical Officer in 
Sydney, New South Wales. He had also served the 
American Government as Medical Officer to its Consulate- 
General in the United Kingdom, and as Examiner of Pen- 
sioners and Emigrants, and for many years was Senior 
Medical Officer and Medical Superintendent at St. Pancras 
Infirmary. Earlier still be had held the offices of Resident 
Physician and Resident Surgeon at the Royal Free Hos- 
pital, and of House-Surgeon at the Glasgow Maternity 
Hospital. He remained up to the time of his death a 
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member of the Royal Society of New South Wales, of the 
Sanitary Institute, and of the British Medical Association. 
He was also ex-President of the St. Andrews University 
Medical Society at Glasgow, and had cortributed to our 
columns some articles on the use of strophanthus in 
cardiac disease, and of amy] nitrate in chloroform syncope. 





DR. WILLIAM MUNDEN ALLAN, 

NEWFOUNDLAND, 
WE regret to record the death of Dr. William Munden 
Allan, a leading spirit of Newfoundland, a member of its 
Medical Board, and an active member of the local Branch 
of the British Medical Association. He was a Newfound- 
land man by birth, but after the completion of his general 
education at St. John’s, and some experience in his father's 
surgery, was sent to Edinburgh to commence a formal 
medical career, and became L.RC.P., LRC.S.Edin., in 
1867. On his return to Newfoundland he worked in 
several parts of the island, and was then sent to Labrador 
by the Government to grapple with a serious outbreak of 
typhus fever. His ability was made very evident on that 
occasion, and subsequently he distinguished himself in 
several allied connexions. In 1881 he succeeded his 
father—an equally prominent and popular medical man 
in his time—as Medical Officer of Health, Gaol 
Surgeon, and District Surgeon for Harbor Grace, 
and held those offices up to the time of his 
death; he also remained President of the Conception 
Bay Medical Society, which he founded as far back as 
1883. The work which he did in the earlier part 
of his career required and proved him to be a man of 
limitless energy and endurance, and up to the time of his 
death, which took place in his 67th year, quite suddenly, 
he continued to be a very busy man. Apart from general 
recognition of his professional skill, his personality was one 
of a kind bound to make him a general favourite; to 
geniality of an absolutely genuine kind he united both wit 
and humour. 


ISABEL THORNE, 


‘FORMERLY HONORARY SECRETARY, LONDON SCHOOL OF MEDICINE FOR 


WOMEN, 

THERE has passed away this week one who, though not a 
member of the medical profession, did much to smooth the 
path of many medical women and to promote the success 
of a movement which has since proved so successful that 
its early difficulties are almost forgotten. This is Mrs. 
Isabel Thorne, the mother, we believe, of at least two 
well-known members of the medical profession, Dr. Mary 
Thorne, President of the Association of Registered 
Medical Women, and Dr. Atwood Thorne, Surgeon to the 
London Throat Hospital. Mrs. Thorne was first attracted 
towards medicine by her experience in the East, where 
she spent several of the early years of her married 
life. She saw for herself the need that existed among 
women in India and China of the services of trained 
medical women. On her return to England she en- 
deavoured, with tlie co-operation of her husband, to 
obtain a medical qualification, and actually pursued a 
course of study at Edinburgh; but at that time—the 
end of the Sixties—it was very difficult for women to 
obtain a medical qualification, so Mrs. Thorne at length 
determined to devote her energies in another but allied 
direction. Together with some of her former fellow- 
students, she took steps which eventually led to the 
starting of a school of medicine for women in 
London, and this school, now so well known under 
the title of the London (Royal Free Hospital) School of 
Medicine for Women, Mrs. Thorne continued to serve for 
so long a period as thirty years. For such a post Mrs. 
Thorne was eminently and happily fitted, for besides 
being steadfast in purpose and possessed of sound judge- 
ment, she had the faculty of disarming hostility. To her 
Jong co-operation much of the great success of the school 
is due, and she had the satisfaction of knowing that in her 
work she had the sympathy of her husband and his 
relations, and of many of their common friends. 





WE regret to announce the death of Dr. Joan ANDERSON, 
C.1.E., on October 10:h, at the age of 70. Dr. Anderson 
was formerly Lecturer on Diseases of Tropical Climates at 
St. Mary’s Hospital, and Physician to the Dreadnought 
Seamen’s Hospital, Greenwich. 





The Sorbices. 


TERRITORIAL FORCE. 
First LONDON DIVISION. 


THE Adjutant of the R.A.M.C. School of Instruction informs ug 
that the following officers’ classes have been arranged, and wil} 
be held at the head quarters of the School, 51, Calthorpe Street 
Gray’s Inn Road, W.C. : 

For subjects A., B., and D., on Tuesdays and Thursdays, from 
4 to6, commencing November 10th, and continuing to the end 
of March, with an interval at Christmas. 

If a sufficient number of officers apply, an evening class from 
8 to 10 will be arranged, and a morning class from 11 to 1, each 
on one day in the week. 

From October 17th to 31st, a course in lieu of camp, 1910, will 
be held on Monday, Tuesday, Wednesday, and Thursday, from 
7 to 8, 8 to 9, 9 to 10. 

Those wishing to attend any of the above classes shoulda 
submit their names to the Commandant of the school, through 
their commanding officers. 

















Gnibersities and Colleges. 


CONJOINT BOARD IN IRELAND. 
THE following candidates have been approved at the examina- 
tion indicated : 

D.P.H.—*A. Alexander, *T. Sebastian, T. Fehily, H. R. Gogte, R. T. 
Herron, O. G. F. Lahn, Jane R. Shaw, G. T. Shepherd, §. B, 
Surti, W. R. Wilson. 

* With honours. 





SOCIETY OF APOTHECARIES OF LONDON. 
THE following candidates have been approved in the subjects 
indicated : 


BioLoGy.—W. Fox. 

CHEMISTRY.—W. Fox. 

MATERIA MEDICA AND PHARMACY.-—J. E. S. Sheppard-Jones. 

AnaToMy.—A. Barry, H. H. Fairfax. G. L. Lawlor, R. V. Martin. 

PuHysioLocy.—A. Barry, J. F. Bourke, A. E. Bullock, G. L. Lawlor, 
R. V. Martin. 


Public BHealth 


POOR LAW MEDICAL SERVICES. 


MEDICAL OFFICERS OF HEALTH AND INFECTIOUS 
DISEASES. 

Cyrmro asks if a part-time medical officer of health for an 
urban district council is compelled to visit all cases of 
infectious diseases notified to him. 

*.* It is entirely within the discretion of a medical officer 
of health whether he visits every case of infectious disease 
notified to him or not. We believe it is not the custom of 
medical officers of health to do so either in urban or rural 
districts. 


Medical Pots. 


Mr. J. STROUD HORSFORD, F.R.C.S.Edin., will deliver a 
lecture on some points in the diagnosis of orbital disease 
at the Royal Eye Hospital, St. George’s Circus, Southwark, 
on Friday, October 21st, at 5.15 p.m. 

THE winter course of lectures at the Brompton Hospital 
for Consumption is to be opened at 4 p.m. on October 
19th by an address from Dr. Habershon on bronchiectasis. 
The lectures are free to all qualified practitioners and 
students of medicine. 

IT is stated that the City Corporation has resolved te 
provide a supply of antitoxin to be kept at the Guildhall 
for issue, at the medical officer’s discretion, to City 
medical practitioners for use in the case of persons suffer- 
ing from diphtheria or exposed to infection. It has been 
decided to issue a circular emphasizing the importance 
of prompt treatment with the antitoxin with a view to 
save life. 

THE Page May Memorial Lectures in Physiology will be 
delivered at University College, London, on October 24th 
and 25th, November 7th, 8th, 28th, and 29th, at 4.30 p.m. 
The first course, dealing with neurology, will be delivered 
by Professor C. S. Sherrington of the University of 
Liverpool, and will be open to the public without fee. A 
syllabus can be obtained on application to the Secretary 
of University College. 





























OCT. 15, tg10.) 


LETTERS, NOTES, AND ANSWERS. 


Tue BRITISB 
MrvicaL JouRNAL 


1199 








Letters, Motes, and Ansiuers. 


KE” Queries, answers, and communications relating to subjects 
to which special departments of the BRITISH MEDICAL JOURNAL 
are devoted will be found under their respective headings. 


QUERIES. 





M.B. asks whether Warwick is a suitable climate for a some- 
what delicate child ; whether during the winter it is bracing 
and dry or damp and warm, 

R. M. H. writes: I would be much obliged if any reader would 
kindly inform me as to the usual salary of a lady dispenser, 
who is occupied entire day for six days weekly? 


LocaL TUBERCULOUS INFECTION FROM A Cow. 

T. J. b. writes: I am interested in a case of query contact 
tuberculosis and would be glad of any information on the sub- 
ject. The case is as follows: A labourer attending to a sick 
cow developed a ‘‘chap’”’ (broken area of skin) on his hand. 
In feeding the cow with bran mash his hand became con- 
taminated with the phlegm spat up by the cow. His arm 
swelled up and had to be poulticed by his wife. After this 
attack the man never picked up, felt tired, and has now 
developed phthisis. The cow was slaughtered and found to 
be suffering from tuberculosis. If you know of any similar 
cases or references to cases of phthisis due to bovine infection 
I shali be very grateful. The man is 66 years of age, and has 
always been very healthy. 

*,* It is quite possible that tubercle bacilli from the cow 
infected the hand; but probably the local trouble was set up 
by access of dirt containing bacteria of other sorts. Theo- 
retically it is not impossible that tubercle bacilli travelled 
from the hand to the lungs, but it is much more likely that 
the phthisis was due to an independent infection. We are 
not aware of anv cases of human phthisis which have been 
conclusively proved to be due to cutaneous infection with 
bovine bacilli. Tubercle bacilli of the so-called ‘‘ bovine” 
type have, however, been isolated from human lungs. Very 
probably the portal of entry in these cases was the alimentary 
tract. 

DETECTION OF TUBERCLE BACILLI IN MILK. 

TUBERCLE Would be glad to knowif there is any reliable method 
known now for the detection of tubercle bacilli in milk, 
without having recourse to animal inoculation. Is it possible, 
either by long decolorization with mineral acid, or by alcohol, 
or by special staining methods, to distinguish between tubercle 
bacilli and the ordinary acid-fast grass bacilli? He would like 
to know the composition and use of Pappenheim’s stain, which 
he understands is used for distinguishing tubercle from other 
acid-fast organisms. 

*,* There is no method which is so reliable as guinea-pig 
inoculation. Possibly cultivation of the centrifugalized 
deposit after treatment with antiformin might be useful, as 
the cultural characters of the tubercle bacillus would be 
different from those of other acid-fast bacilli, which might 
also resist the bactericidal action of the antiformin. Authori- 
ties differ as to the amount of reliance which may be placed 
on differentiation by long decolorization or special staining 
methods. Bacilli less strongly acid-fast than the tubercle 
bacillus may, no doubt, be excluded by such methods; but 
When bacilli which stain like tubercle bacilli are found it is 
generally thought desirable to confirm the diagnosis by 
inoculating another portion of the material into a guinea-pig. 
We are not acquainted with the stain of Pappenheim’s to 
which the writer refers. 


THE CAUSES OF POVERTY: REMEDIAL MEASURES. 

Mrs. NLIZABETH WOODRUFF (care of Mr. Webb, Printer, 125, 
Stroud Green Road, N.) writes: Will you permit me, through 
the valuable medium of your paper, to ask your readers, of 
every school of thought, to favour me with their theories and 
Views as to causes of poverty, remedial measures, etc., at the 
same time touching upon any other points of importance 
bearing upon the subject? I am preparing a book for 
publication on this immense subject, and I shall be glad of 
the assistance of medical men and women interested in the 
welfare of their country and fellow-creatures. 





ANSWERS. 


“M.R.C.S., L.R.C.P.” and “ Auto-intoxin” have omitted to 
euclose their cards. 
: INCOME TAX. 
. L.. was assessed in November last on a sum under £400 at the 
rate of ls. 2d. for the year 1909-10. On appealing she was 
i the abatement of £160, but no reduction in the rate 
ot duty. 

*.* There is no remedy. The claim to assessment at the 
rate of 9d. in the £ should have been made before September 


30th, 1909, 


~ 





A. HAS bought a practice and is called upon by the surveyor to 


furnish a return based on the average profits of his predeces- 
sor. He inquires whether he is under obligation to furnish 
these figures. 

*,.* A. should notify the surveyor that the profits of the 
practice are less (if such be the case) by reason of the change, 
and that he claims to have the assessment adjusted to the 
actual amount of his own profits on that account. It is not 
the custom of the Inland Revenue to insist on treating the 
profession exercised by one person as a strict ‘‘ succession ”’ 
to the profession of another, and in the case of a medical man 
it is impossible for him to render an accurate account of the 
taxable profits of his predecessor. 


DIET IN OLD AGE. 


SENEX.—There should be a general reduction in the diet of old 


people, which should affect the proteids most, and next the 
carbohydrates. The proteids should be reduced because of 
the diminished wear and tear in the tissues; the carbo- 
hydrates because of the lessened muscular energy. The 
quantity of fat taken will depend on digestive power, but 
should not be much altered from the normal, as it is a useful 
source of heat. About 90 grams of proteids, 45 of fat, and 
330 of carbohydrates should be an ample supply. The 
question of digestibility is of great importance, especially 
where mastication is much impaired; but there are such 
marked individual differences in this respect that general 
rules cannot be laid down. 


VACCINE TREATMENT OF ASTHMA. 


E. E. M.—Dr. R. W. Allen reported in the Luncet of September 





llth, 1909, that he had treated some twenty cases of bronchial 
asthma with a vaccioe prepared from the micro-organisms 
isolated from the bronchial secretion of the individual patients. 
He gave the details in regard to one patient, a medical 
man, whose case he described as one of the most successful 
of his series. Later he stated that the majority of the other 
cases were still under observation, and that in two or three 
of them the bronchitis had improved, but no beneficial effect 
whatever had been exercised upon the asthma. [In his book 
(Vaccine Therapy, third edition, 1910, p. 177) he states that 
the vaccine treatment of asthma is justified by the effect 
produced by the injections of calling forth an attack of 
asthma, which he considers as proof of the specific action. 
For details he refers to his Lancet article. In the case of 
the medical man referred to above the bronchial secrecion 
contained pneumococcus, Streptucoccus mucosus, Micrococcus 
catarrhalis, and a diphtheroid. The vaccine prepared was a 
composite one, that is, it consisted of all these organisms. 
Injections of this composite vaccine were applied every ten 
days, and each injection was followed by a sharp attack of 
asthma, lasting for two or three hours. The attacks super- 
vened about twelve hours after the injections. ‘‘ With these 
exceptions, the patient has been entirely free from attacks, 
which previously were frequent, violent, and lasted for three 
or four days.’’ It would thus appear that,as far as we are 
aware, the only attempt to treat asthma by means of vaccines 
has resulted in the substituting of short attacks for longish 
ones in one case, which by the way was treated on June 2lst, 
while the report was published on September 11th of the same 
year. Weare unable to say whether good results were obtained 
in other cases, since no mention is made of such, either 
in the article under discussion or in the book just published. 
Lastly, it would appear that the vaccine treatment is some- 
what modified in this treatment by the employment of a 
mixture of several micro-organisms, and it would seem pro- 
bable that this mixture does not represent the bacterial flora 
of the bronchial secretion, but the bacteria picked up by the 
phlegm on its way to the outer world. Whether such a 
mixture is likely to do good or harm must be left to the 
physicians who are bold enough to employ it. 


SEA SICKNESs. 


Dr. P. McDouGAaL. (Manchester) writes : I would call the atten- 


tion of ‘‘Mer”’ to an article by Dr. W. W. Skinner on 
naupathia or sea sickness in the December numbers of the 
New York Medical -Journal, 1893, in which he recommends the 
hypodermic injection of strychnine and atropine together, as 
prophylactic and curative. I have tested this remedy in more 
than 50 cases with very good results. Itssuperiority over the 
sedatives which it is the fashion to recommend is that it 
encourages people to avail themselves of the natural stimulants 
—food and exercise— the symptoms of sea sickness being 
symptoms of circulatory depression. I used strychnine 
sulphate, grains ,', to ,, with atropine sulphate, grain ,;5,, 
by mouth preferred (but then less efficient), and repeated in a 
few hours if necessary. The surface of the body should be 


kept warm. 


Dr. H. J. THorr (Ipswich) writes: In answer to ‘ Mer,’ I 


believe he will find cocaine, grain !, with chloroform water 
3] every three or four hours beneficial in sea sickness. I have 
used the same with excellent results in the sickness of 


pregnancy. 
PRACTICE IN CANADA AND CALIFORNIA. 


Canuck.—(1) The general essential to legai practice in the 


Canadian provinces is not the possession of a Canadian 
qualification, but admission to the local register of the 
province concerned. To such admission the possession of a 
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registered British qualification sometimes constitutes a 
better claim than a Canadian qualification, should the latter 
not have been obtained in the province concerned. Particulars 
can be found in an article headed Practice in British 
Colonies, commencing on p. 726 of our issue for September 
10th, 1910. (2) Those desirous of practising in California must 
obtain a certificate from the State Board of Medical Examiners 
and register the same in the office of the clerk of the country 
in which he proposes to practise. It is a mixed board, con- 
taining representatives of eclectic, osteopathic, and homeo- 
pathic institutions. (3) In Canadian provinces practice 
without registration may be punished by tine; in California 
by fine or imprisonment. The fact that a medical man 
possessed of qualifications registrable in Great Britain and 
Ireland had practised in the colonies or in foreign countries 
without being registered there would not affect his rights in 
this country. 


PATHOLOGY OF ALOPECIA AREATA. 


D. M. writes: I am interested in the note upon above subject in 


the BRITISH MEDICAL JOURNAL of October 8th, p. 1104. Some 
four years ago I was working at skin diseases, including 
many cases of alopecia areata, in the skin department of a 
certain hospital. Some few months after I took charge of a 
practice for an old friend of mine near London, my wife 
being in Ireland. When she returned in about two months 
she noticed several round patches at the back of my head. 
Curiously enough the hairdresser, who delighted in remarking 
any hirsute blemish or defect, never meutioned it, and my 
friend the doctor and his wife told me after they did not like 
to mention it; consequently it had spread considerably at the 
back and at the sides, and was beginning to show in front a 
little. I attacked it and finally routed it, except a slight 
patch of white hair sti]l above the left ear. I naturally have 
particularly strong and luxuriant bair, requiring cutting 
about once in a week or ten days, and I do not think the ner- 
vous element comes in except it be excessive smoking, but 
I have a very shrewd suspicion that it was conveyed to my 
head either by absently scratching my head after touching 
affected heads, or through the clipping machines of the 
barbers, which I never allow now to be used, as I think them 
a fertile source of conveying infection, if such can be con- 
veyed, as they cannot be easily, and certainly are not properly, 
cleaned. I have studied and been interested in skin affections 
for the past twenty-eight years, and have been much struck 
with the number of cases of alopecia areata one sees almost 
every day in trains, ’busses, and the streets. I sometimes 
notice two or three in a morning in this way, and cannot 
help thinking that the origin is not nervous but infective, 
and that the barbers’ clippers may not be wholly innocent. 





LETTERS, NOTES, ETC. 
THE CAUSATION OF SEX. 


Dr. W. A. E. Hay (Bridport) writes: Regarding the letter of 


Dr. Oliver Beddard, the saying, ‘‘ Any fool can have a boy, 
~ it takes a man to get a girl,’ is quite common in West 
orset. 


Dr. A. STAYT DutTtron (Oxford) writes: In Dr. Martindale 


Ward’s letter on the causation of sex in the BRITISH MEDICAL 
JOURNAL of August 27th, he asserts in support of his theory 
that many more female than male children are born. I am 
under the impression that the reverse is the case, and Dr. 
Galabin states in A Manual of Midwifery, p. 95, sixth edition, 
that 106 males are born to each 100 females, and that in 
primiparae between the ages of 30 and 50, the disproportion is 
greater and varies between about 125 and 135 to 100. In view 
of the latter statement it would be interesting to know from 
what source Dr. Ward obtains his information with regard to 
this point. 


ST. PAUL’S THORN IN THE FLESH. 


DR. GEORGE JONES (Lee) writes: (1) In Galat. vi, 11. Theodore 


of Mopsuestia, Bishop Lightfoot, and Mr. R. Whitelaw, of 
Rugby, take wyAckors ypaupacw to refer to the size of the writing 
and not to the length of the letter. Bishop Lightfoot also 
says ad loc—‘*<ypapa, I write... the epistolary aorist ... 
marks the point at which St. Paul takes the pen into his own 
hand.” (1) The late Dean Stanley, in 2 Cor. xii, 2, oiéa 
avOpwror, «.7.A., treats the words as ‘‘ the most general term to 
designate himself in the third person.” There is nothing to 
point to St. Barnabas. (3) The Fathers quoted by Lightfoot 
(Galatians, p. 186, edit. 1876) from Tertullian downwards were 
acquainted with a tradition that St. Paul had severe head- 
aches; and ophthalmic surgeons know how common is the 
association of headache and eye trouble of all kinds. I offer 
no opinions of my own on the subject, except that I see no 
reason to increase the difficulties of Scripture by rejecting 
physical explanations in favour of metaphysical speculations. 
(4) Any one interested in Aramaic, the language of Aram, 
spoken from the days of Laban the Syrian (Heb. Ha-arami), 
had better look at Gesenius’s Hebrew Grammar, Section 1, 2. 
‘‘Aram’’ is a common name for a North Semitic language 
closely akin to the Hebrew. The Hebrew for Mesopotamia 
is “Aram naharaim, Syria between the two rivers.” 


Dr. W. J. Youna (Cambridge) writes: Instead of examining 
the abundant evidence in the case, the sources of which 
I gave in my letter, Dr. Batteson contents himself by saying 
there is absolutely no proof of my statement that Christ 





spoke Greek. He produces no evidence whatever to the 
contrary, for Clodd’s assertions, Renan’s ‘‘ not probable,” and 
his own ‘‘ fair surmise’’ are like what the soldier said—not 
evidence. I believedas Dr. Batteson does until I investigated 
the matter and found myself in error. The woman is 
described in the text as "EAAnns. If this meant one who did 
not speak Greek, then Britisher should mean one who does 
not speak English. ‘‘ Abba’’ is, of course, Aramaic, but what 
is 6 rarmp? Paul twice uses the same expression, ‘“ Abbi 
o warjp’’ in his letters—written in Greek ; are we to conclude 
that it is Greek when Paul uses it and Aramaic when spoken 
by our Lord? But whatever room for difference of opinion 
there may be regarding the language used by Christ, there is 
none as to that employed by Luke in his narratives. The 
universally accepted view of antiquity (Irenaeus, for example) 
and of modernity is that he wrote in Greek, as did Philo 
before him and Josephus after him, as did his friend and 
companion, the Apostle Paul. In what other language would 
he record Vaul’s speeches and words at Antioch, Lystra, 
Ephesus, Athens, Miletus, and Caesarea, to Claudius Lysias, 
before Felix, Festus, and Agrippa, to those on the ship of 
Alexandria’? ven when he records the special circumstance 
of Paul addressing the mob in Aramaic he employs Greek for 
the purpose. The themes of Luke’s style, his choice of 
words, the Lucan terms of expression, are all familiar to 
students. The most violent higher critic and the most rabid 
of the orthodox agree that Luke’s Gospel and the Acts were 
written in Greek. Dr. Batteson will not question my state- 
ment that Greek was the universal language under the Pax 
Romana when he has investigated the subject. The letters of 
Clement of Rome (A.D. 96) and of Ignatius of Asia (A.D. 107) 
are both written in Greek, as was also Vaul’s own letter to 
the Romans. The Roman lady liked to be styled ¢wi Kai 
vux) by her lover; education and all the arts were in the hands 
of Greeks, who were distributed over the whole Roman 
Empire; Rome itself was full of Greeks. But the proof is 
much too long to give here, and I must not trespass further 
on your space. 
ERNAL, 

WE have received from Messrs. Fassett and Johnson, of 
Clerkenwell Road, some samples of ernal, for which they are 
agents. The term“ ernal ” represents a powder for the home 
production of sparkling pine baths. When placed in a bath 
the powder slowly dissolves, giving off large quantities of 
carbonic acid, and filling the bathing chamber with a 
pleasant odour of pine forests. The effervescence continues 
for from twenty minutes to halfan hour. The product is so 
easy and pleasant to use that it seems likely to become 
popular. 

POISONING BY CYANIDE OF POTASSIUM. 

Dr. ALFRED MANN, M.D. (Chester), writes: Called on August 
19th to a supposed case of suicidal poisoning, I arrived within 
ten minutes of the attempt, to find a man lying on the floor, 
unconscious, breathing stertorously, becoming blue and appa- 
rently dying. I was told that my patient had come home the 
worse for drink, and while sitting over the kitchen fire had 
been seen to swallow something out of a paper packet, and 
immediately fell over unconscious. Having with difficulty 
opened his jaw with a wedge of wood, I passed the stomach 
tube, emptied the stomach, and hearing something about 
salts of lemon, washed him out with lime water. I then gave 
an injection of strychnine. To my surprise he began to 
recover, and in about an hour could speak, but he was mani 
festly drunk. I went to see him the next morning, and he 
then told me the substance he took was cyanide of potassium, 
which he was in the habit of using to clean the gold braid on 
uniforms. This was verified by the chemist from whom he 
was accu: tamed to obtain it, and by a crystal which I found 
in the psperon the floor He told me that as soon as he had 
put the stuff in his mouth, it burnt his throat and tongue so 
much that he spat it allout. His mouth, gums, palate, avd 
tongue were much corroded, and he could hardly swallow a 
teaspoonful of milk. Iordered him into the Chester Infirmary, 
and he is now doing well. Some absorption must have taken 
place from the mouth, bnt not quite enough to kill him. . 
believe a drop of Schiel’s acid on the tongue of a cat will kill 
itat once. A wound on my hand from his teeth, in opening 
his jaws to pass the tube, and a broken barrel of my_hypo- 
dermic syringe, are probably the only remuneration I sha] 
get for my share in the episode. I wonder whether the fact 
of the man being drunk saved him. If so, this would make 
a ‘temperance’ story after the late Sir B. W. Richardson’s 
own heart. 
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